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This is the 105th anniversary of our Asso- 
ciation. Sixty-six years ago in 1883, Dr. 
John H. Callender of Tennessee gave the 
first presidential address to the membership. 
Each retiring president since that time has 
accepted that privilege and _ responsibility. 
It is with great humility that I follow their 
pattern and speak to you about what appear 


| to me to be the most important trends and 


problems facing psychiatry and this Asso- 
ciation. 
First, I wish to acknowledge and express 


| both personal and official appreciation for 


the work of numerous members who have 
devoted themselves to advancing the progress 
of psychiatry and this Association during 
the past year. Again and again, very busy 
men took on one more job, this time in this 
Association ; the Council members accepted 
new responsibilities; the Executive Com- 
mittee worked like Trojans. Our Secretary 
deserves the highest commendation. He has 
probably given more of himself at a greater 


| personal sacrifice than any other member. 


Our Medical Director put new life into the 
Association and the Executive Assistant bent 
every effort to making the wheels turn 
smoothly. The activities of the Committees 
and Affiliate Societies have been highly 
commendable. 


PsyCHIATRIC HIGHLIGHTS OF THE YEAR 


It is with a sense of satisfaction and 
pleasure that I review some of the more 
important events concerned with psychiatry 
occurring during the past year both within 
and outside the Association. Because of 
limited time, I shall comment on only certain 
ones about which I wish to be sure the entire 
membership knows. Committee reports and 
round table programs will bring others to 
your notice. 

The committees of the Association have 
made extremely gratifying contributions this 
year. We have had standing committees for 


1 Delivered at the 105th annual meeting of The 
American Psychiatric Association, Montreal, Que- 
bec, May 23-27, 1949. 


many years, some of which have been active 
and have given exceilent leadership in their 
particular fields of interest. On the other 
hand, some committees have never func- 
tioned or have served only when specific 
problems were assigned to them. 

Last November, 27 of the 28 committees 
met simultaneously at the same location. 
Up to that time 6 of the committees had 
never previously had a meeting; 12 others 
had never devoted a full day to deliberations 
in committee. This experimental session was 
stimulating and highly successful. Com- 
mittees with overlapping interest met jointly 
to discuss common projects. Councilors 
were assigned to advise with each committee. 
During this year, many committees have 
met two, three, and even four times. This 
greater activity was made possible by the 
plan instituted through Council action two 
years ago which provides a small operat- 
ing budget for each committee. This year 
the budget item for these activities was 
$33,000.00. Slightly less than two-thirds of 
this amount has been used. This year’s ex- 
perience has again proved that, to be effec- 
tive, committees must meet frequently. They 
simply cannot function by mail. 

The Executive Committee has held nine 
meetings, each of which has lasted through- 
out an entire day with as many as 30 to 60 
items on its agenda. Countless intercom- 
munications between meetings concerned 
individual assignments. Opinions of the 
members of the Council were solicited in 
arriving at the wisest solutions of many 
problems. 

As mentioned earlier, the Medical Director 
has given a new life and direction to the 
activities of the Association. Many of us 
feel that his appointment is one of the most 
progressive steps that we have ever taken. 
Dr. Blain has made an enormous contribu- 
tion—to individuals, groups, committees, to 
the Executive Committee, and to the Asso- 
ciation as a whole. Prior to 18 months ago, 
the A.P.A. was to many members only an 
annual meeting and a Journal. Since then 
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through Dr. Blain’s hundreds of per- revived by having the committees report 
sonal contacts, the Newsletters, the Mental directly to the entire membership. I urge 
Hospital Institute, and other services, it you to attend these sessions. Some of the 
has become a much more live and vital committees will hold round tables or special 


organization. 

Dr. Blain had to be persuaded to leave 
one of the most important psychiatric posts 
in America in order to take his present job. 
Some of us deeply resent the statement in a 
recent communication mailed to all of us 
which placed him in a most difficult and em- 
barrassing position. Over 4 years ago the 
Council decided to recommend to the mem- 
bership the employment of a Medical Di- 
rector. At that time the responsibility of 
finding one was assigned to the Reorganiza- 
tion Committee. The subject was freely 
discussed, voted on, and approved in an open 
meeting of this Association in 1947. 

The membership decided that The Ameri- 
can Psychiatric Association needed medical 
leadership to develop its service to members, 
to represent those members outside of the 
Association, to aid in the interpretation of 
psychiatry to the public, to stimulate com- 
mittee activity, and to coordinate our pro- 
gram. This action was an expression of the 
recognition that psychiatry, because of its 
ramifications into the social life of our com- 
munities and nation, faces problems which 
are quite different from those of any other 
medical specialty. Under the presidency of 
Dr. Winfred Overholser, by vote, the Council 
took constructive action to alter the status 
of psychiatry which had provoked the re- 
peated and sincere criticism that we were 
isolated, inarticulate, and incoordinated.? The 
Council counted itself very fortunate in 
being able to employ an individual of the 
stature and ability of Dr. Blain. 

One of the most significant events of the 
year for psychiatry was the Mental Hos- 
pital Institute, sponsored by the Association 
and arranged by our Medical Director in 
April. For 5 days, 150 psychiatrists and 
others, representing mental hospitals in 35 
states and 6 provinces, exchanged ideas and 
experiences. 

The trend toward broader interests of our 
Association is also indicated by some features 
of this meeting. An earlier custom is being 


2Gregg, Alan. A Critique of Psychiatry. Am. 
J. Psychiat., 101: 285, November 1944. 


open meetings. There will be another meet- 
ing of hospital administrators, preliminary to 
the formation of an established section for 
them. There will be a round table for that 
large group of our members which is inter- 
ested in college mental hygiene. For the first 
time there will be a meeting of psychiatrists 
who compose the Mental Hygiene Committees 
of State Medical Societies, to discuss ways 
and means of furthering the integration of 
psychiatry and medicine. 

We should 'take note also of the continued 
and rapid growth of our Association. At 
the opening of this meeting, our membership 
stood at 4,674 members. Of this number 
21%, 99I, are Fellows. Last year 411 new 
Associate Members and Members. were 
accepted ; this year there are approximately 
630 applications for membership. Last year 
50 members were transferred to Fellowship 
status; this 127 are requesting this 
transfer. 

As of May 1948 there were 18 Affiliate 
Societies. During this meeting you, the 
Members, will receive the recommendation 
of the Council to accept 9 new Affiliate So- 
cieties—in Texas, Northern California, Indi- 
ana, lowa, Milwaukee, Nebraska, Washing- 
ton, D. C., Maryland, and Oklahoma. 

During the current year an ad hoc com- 
mittee on alcoholism was changed to a stand- 
ing committee. Two new permanent com- 
mittees—resolutions and psychiatric therapy 
—have been created. The Central Inspection 
3oard and its staff have gone into action 
in the inspection of mental hospitals, official 
requests having been received from 25 states 
and 2 provinces, representing about 120 
institutions. 


year 


In addition to the program of our Associa- 
tion, psychiatrists have been in special de- 
mand by many different groups of people. 
The war experience brought a much wider 
recognition of the potential contribution of 
psychiatry and mental health to various sef- 
vices in the federal government. Those of 
us from the United States who so recently 
served in the armed forces are all too keenly 
aware of the results of totally ignoring psy- 
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chiatry in military planning prior to the war 
and the minimal role that it had played in 
the Veterans Administration. However, psy- 
chiatrists now serve in almost every major 
governmental department that is concerned 
with medicine or health. This new federal 
status is paralleled by the gratifying inclu- 
sion of a psychiatrist in several State Boards 
of Health. 

Another result of the war experience is a 
much wider acceptance of our auxiliary 
workers, the social worker and the psycholo- 
gist, with the crystallization of a team rela- 
tionship as the model for psychiatric practice. 

Direct results of the increased public inter- 
est in, and knowledge about, psychiatry in- 
clude a promised improvement of mental 
hospitals in several of our states, changes in 
our commitment laws and, most importantly, 
the passage and implementation of the Na- 
tional Mental Health Act. As yet it is too 
early to evaluate the results of this legislation 
which provides federal funds for the im- 
provement of mental health. The money is 
still woefully insufficient but at least 46 of 
the 48 states have begun to develop psychi- 
atric programs; many medical schools and 
educational centers have benefited from di- 
rect subsidies; at least 75 major research 
projects have been sponsored. Similarly in 
Canada, the grant of funds to the provinces 
for the improvement of mental health is 
already beginning to pay important divi- 
dends. 

During the past year, a beginning has been 
made in coordinating certain mental health 
forces. Plans are presently under considera- 
tion for the fusion of the U. S. National 
Committee for Mental Hygiene, the National 
Mental Health Foundation, and The Psy- 
chiatric Foundation. Representatives of 12 
professional organizations interested in men- 
tal health have met several times to develop 
methods of coordinating mutual interests, to 
exchange experiences, and to communicate 
with each other about their plans. A group 
of editors or their representatives of 16 jour- 
nals related to mental health met in Asbury 
Park last November to consider the problems 
of a better coverage of psychiatry in medi- 
cal literature. 

The World Federation for Mental Health 
is now launched with 21 countries repre- 
sented as founder members. Through it, psy- 


chiatry is assured of a hearing before the 
World Health Organization. We can point 
with pride to the creation of a Mental Health 
Division of the World Health Organization, 
to which Dr. Ronald Hargreaves devotes 
his full time. With help, he hopes to develop 
an extensive program for the coming year 
with a proposed budget of $940,000. 


Our PROBLEMS 


While it is satisfying to recite some of our 
accomplishments, and the gains in psychiatry, 
it is much more important that we should 
look at and critically analyze our problems, 
particularly those that handicap us in most 
effectively meeting the challenges that face 
us as individuals and this our Association. 

We must attempt to keep our perspective 
by reminding ourselves that we are not the 
only ones who have problems. We live in 
turbulent times. No student of human be- 
havior can be unaware of the emotional drain 
on the personality of current international 
tensions which increase the odds against a 
rich and satisfying life in a time of tenuous 
peace. We are daily reminded of major 
problems on the national scene that further 
complicate life—political disagreements, la- 
bor-management strife, the inequality of civil 
rights, the fumbling of the housing problem, 
and many other ills. Only very recently 
both of our nations joined other countries in 
making a detour over a side street in order 
to avoid taking the main street toward war. 
Even within the field of medicine we are 
aware of turmoil; disagreements between 
some of our governmental leaders and many 
of us. There are differences in point of view 
among physicians as to the best approach to 
the national problem of ill health. 

In addition, there is the natural tendency 
of all of us to resist change even though we 
must accept the basic fact that we are con- 
tinuously changing. Our Association, like 
all growing bodies of people, has lived 
through periods of turmoil and upheavals. 
Fifty-five years ago, S. Weir Mitchell dis- 
turbed the complacency of the membership 
by a scathing criticism of the separation of 
psychiatry from medicine.* Thirty years 


3 Mitchell, S. Weir. Address before Fiftieth 
Annual Meeting. J. Nerv. & Ment. Dis., 21: 413, 
1894. 
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ago when Elmer Ernest Southard was elected 
president of the Association, much ill will 
resulted because he was the first so honored 
who had not been a state hospital superin- 
tendent. There was much feeling generated 
when the psychoanalytic section was affiliated 
with the Association. In 1921 Herman Adler 
led a group in semi-revolt, to organize the 
American Orthopsychiatric Association. This 
past year has again been marked with much 
emotion within our organization. 

Perhaps our present problems are directly 
related to effects from the war experience. A 
combination of factors—the prominence 
achieved by psychiatry in the military service, 
the education of the public because of the 
extensiveness of psychiatric casualties, the 
increased demands on all of us for our ser- 
vices—have led us to be more critical of 
ourselves, of psychiatry, and of our organi- 
zation. Pertinent in this discussion is the 
impact of these events and facts on The 
American Psychiatric Association. 

The roots of our present situation go back 
at least to the Council Meeting in December 
1944. Our president at that time, Dr. Karl 
Bowman, invited your present president to 
present to the Council the problems of psy- 
chiatry in the military service and their 
relationship to the Association. With a feel- 
ing of great need for immediate action, | 
appealed to the Council for leadership in 
public education, medical education, the solu- 
tion of social problems, planning for post- 
war psychiatric training and other activities 
that seemed very vital for service men, vet- 
erans, and their families. I was joined and 
supported in these suggestions by Dr. Fran- 
cis Braceland, then Chief of Psychiatry in 
the Navy, and Dr. Robert Felix, who had 
recently taken the position of the Chief of 
the Mental Hygiene Division of the Public 
Health Service. The Council responded by 
appointing the Reorganization Committee. 
It recognized then, as we do now, the neces- 
sity for establishing better channels of com- 
munication, a more up-to-date organizational 
structure which would permit our more effec- 
tive functioning, consideration and redefini- 
tion of our purpose as an Association, addi- 
tional committees, the responsibilities of our 
officers, and certain other matters. Another 
historical evidence of the dissatisfaction with 
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ADDRESS 
the sluggish and cumbersome machinery of 
action in the Association was the formation 
of The Group for the Advancement of Psy- 
chiatry in May of 1946. This in turn con- 
tributed in part to further evidences of dis- 
satisfaction at our meeting in Washington a 
year ago. 

Most of us do not and have not questioned 
the sincerity of the Reorganization Com- 
mittee. Its membership is essentially the 
same as originally appointed by President 
Bowman in December 1944, and reappointed 
by Presidents Hamilton, Overholser, and my- 
self. The committee has spent many, many 
hours in repeated sessions of hard concen- 
trated study of the problems of the Associa- 
tion and how they might be solved by some 
type of reorganization. It carried on exten- 
sive investigations and each member had 
large personal assignments. It shared its 
thinking with the members of the Associa- 
tion through mail questionnaires and discus- 
sions at annual meetings. It presented its 
suggestions at the Washington meeting and 
these gave rise to varied reactions of ap- 
proval, concern, suspicion, and even anxiety. 


This committee will present its final report f 
at this meeting and has asked to be dis- 


charged. 

Because much of the intensive considera- 
tion of this reorganization effort has come 
within my term as president, this committee’s 
work has been viewed in some quarters with 
an amazing amo’ it of subjectivity. I feel 
obliged to mention the fact that I am aware 
that a few members of the Association have 
very unfairly referred to this committee's 
recommendations as “The Menninger Plan.” 

We all owe a great debt of gratitude to 
this committee for its prolonged, sincere, 
and laborious efforts given at considerable 
personal sacrifice to its members. It was a 
mandate from the membership, as well as 
from the Council, that it submit a plan, and 
they did so. In the light of the developments 
of the past year we must remind ourselves 
that nearly three years ago when this com- 
mittee circularized the Association member- 
ship for suggestions it received only an 8% 
response. 

Probably both the Council and the com- 
mittee were at fault in failing to recognize 
the fact that it would require a long time 
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for the total membership to learn what the 
problems are and to cooperate actively with 
any committee in finding the best solutions 
for them. It, therefore, has been extremely 
gratifying that so many of our Affiliate So- 
cieties have, within the year, given such 
thoughtful consideration to the Association’s 
problems and the Committee’s report, with 
the resultant excellent suggestions. 

In addition to the feeling that was stirred 
up by the Reorganization Report at the 
Washington meeting, there were some other 
unhappy events. Most of us deeply regret 
the unfortunate emotional overlay surround- 
ing the election of officers. This in turn 
stimulated many of us to desire a change 
in our century-old method of choosing our 
leaders. The unfavorable publicity about us 
at that time added to the unhappiness. 

All of this long chain of events has led to 
some misunderstanding and disagreement. 
These may be only another reflection of the 
uncertainty and the insecurity of our time 
but on the other hand they do merit our 
very thoughtful consideration. At least, they 
have created an all-time high in member 
interest in the affairs of the Association. It 
remains to be seen how we can best utilize 
this interest. A recent editorial in the Psy- 
chiatric Quarterly suggested to us that, in 
considering our problems, “each concerned 
act with sweet objectivity commonly at- 
tributed to psychiatrists,” and to further “see 
that our roles do not involve us in bad 
theater.” * Our officers and Council, and I 
am sure the great majority of our members, 
sincerely hope that this interest can be con- 
solidated and directed to greater progress of 
psychiatry and of Association affairs. 

If we as psychiatrists apply the psycho- 
logical aptitude that we use in the therapeutic 
situation, we must suspect the possibility that 
the differences of opinion currently existing 
among ourselves may have a deeper signifi- 
cance. Is the real problem one of resistance 
to the movement of the A.P.A. toward con- 
cern with “social psychiatry,” fearing that 
such an interest will lead to the neglect of 
medical and clinical aspects? This trend is 
not new. This advancement in thinking 
toward the social applications of psychiatric 


* Editorial Comments. Psychiat. Quart., 22: 741, 
Oct. 1948. 


knowledge was brilliantly advocated by 
Adolf Meyer ° in his presidential address 21 
years ago. 

Is the problem perhaps that as an organi- 
zation we have grown so large that it is not 
possible to work intensively and protractedly 
with a high degree of selectivity of personnel 
in specialized areas? Do we have so many 
subspecialties in psychiatry that we have 
inadequate knowledge of others than our 
own? Are we still too lacking in a basic set 
of agreements and tested knowledge and 
clinical methods so that we stimulate each 
others’ emotion more than intellection ? 

The extension of our interest into the field 
of preventive and social psychiatry, along 
with the new public awareness of the re- 
sources for good health that lie in psychi- 
atric theories and practice, tend to further 
diversify our efforts. Over the last 20 years 
our Association has followed this trend, as 
evidenced by the formation of committees 
to carry out the objectives related to extra- 
clinical responsibilities of psychiatrists. 

It may be that the question has never been 
officially decided whether the Association 
should continue as a group whose only mu- 
tual activity was satisfying social, clinical, 
and administrative sessions of an annual 
meeting. We do, however, accept the fact 
that medical science must deal not only with 
the intrinsic problem in an illness but also 
with the patient as a social unit, and as psy- 
chiatrists we are expected to provide the 
leadership and counsel to the family, the 
community, the state, welfare workers, edu- 
cators, industrialists, religious leaders and 
others. 

This leads to a very basic problem, namely, 
to what extent can the Association give 
leadership and counsel in these many areas? 
That it would be desirable for it to do so, no 
one questions, but can it? Many of us believe 
that the Association can be a medium for 
the exchange of ideas and a well-organized 
official body for individual and group recog- 
nition. We want it to serve as a medium by 
which we could jointly make studies and 
surveys and stimulate and guide professional 
standards, medical education, and research. 


5 Meyer, Adolf. Presidential Address. Thirty- 
five Years of Psychiatry in the U.S. and Our 
Present Outlook. Am. J. Psychiat., 85:1, July 1928. 
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The unfortunate fact is that currently the 
Association as an organized group cannot 
give the leadership to the many areas where 
psychiatry is needed or requested. The 
implementation of such an aim is, at the 
present time, more idealistic than realistic. 
Some of the obstacles of such an aim, in 
addition to our organizational structure, lie 
in finance, utilization of manpower, and 
diversification of interests. One or two actual 
examples illustrate the problems. One of our 
members in a metropolitan city wished advice 
on an urgent request from a radio station 
to prepare a series of presentations regarding 
psychiatry. He was aware of possible, even 
probable, local resistance to points that he 
would wish to discuss. There was the ques- 
tion of envy and resentment by other con- 
freres. He asked the committee of the Ameri- 
can Psychiatric Association for assistance. 
This committee, like all our committees, is 
made up of very busy persons. With possibly 
one exception, none of them has had ex- 
tensive experience with radio. The one 
member who had had experience had neither 
the time nor the money to spend in helping 
our member. What then was the Associa- 
tion’s role? 

Other examples: Many of our states con- 
sidered revision in commitment laws this 
year. Several considered the certification or 
licensing of clinical psychologists. The re- 
search entailed in arriving at a model bill for 
either of these is enormous. The Association 
has no funds to carry on such an investiga- 
tion even if it could find the individuals who 
could do it. Many of our medical schools 
need counsel in the revision of their cur- 
riculum in psychiatry. We can hardly expect 
our Committee on Medical Education to 
undertake such a job. Even if it would we 
could not finance it. A group of religious 
leaders wished the Association’s counsel and 
ended up by asking some of us to sit with 
them as individuals. Groups of citizens in- 
terested in family welfare, marriage counsel- 
ling, parental education have turned to us 
for assistance. We do not even have a stand- 
ing committee in any of these fields. 


These illustrations of ineffectiveness or 


incapacity could be multiplied many times. 
They point to the need for a reconsideration 
of the role that the Association can and 
should play in the furtherance of psychiatry 
in contradistinction to the responsibility of 


us as individual psychiatrists or of special in- 
terest groups. Such consideration may well be 
at the 
ciation, recog 


directed aims or objects of our Asso- 
nizing that the American Psy- 
chiatric Association and American psychiatry 
are not synonymous. 

In reconsidering our objectives, we could 
start by first listing what we as American 
psychiatrists have in common and then how 
unity and harmony could be furthered by pro- 
moting aims based on these common factors. 
Second, how could the Association provide 
opportunities for those of us with special 
interests to work concentratedly within those 
limited interests ? 

psychiatrists do have certain basic 
We have been educated 
as physicians. We have the common concern 


things in common. 


with either or both the treatment and pre- 
We all have the 
responsibility of citizenship in ovr country 


vention of mental illness. 
and insofar as we are known as psychiatrists 
we have the obligation to represent the best 
in psychiatry. We all wish to see psychiatric 
knowledge and practice advanced. 

Beyond these, we diverge in degree and di- 
rection. We are in private or in public prac- 
tice; we tend to specialize in adults or 
children ; many of us are primarily adminis- 
Some of us 
interested research and others not. 
Some of us believe strongly in the need for 
working with the clinical psychologists and 
psychiatric social workers, and others are 
quite content without this ancillary help. We 
differ widely in our methodological ap- 
proaches to both the understanding and the 
treatment of mental illness. 

Therefore, one of the problems in the 
reorganization of our Association is to pro- 
vide sufficient opportunity for the exchange 
of experience in these varied aspects of psy- 
chiatric endeavor without making it neces- 
sary to appear that some of us are right and 
others of us are wrong because of our dif- 
ferences. This has been provided for in small 
part by the establishment of six sections 
dealing with convulsive disorders, forensic 
psychiatry, military psychiatry, private prac- 
tice, psychoanalysis, and child psychiatry. 
There are, however, many other clearly de- 
lineated fields of major interest among ouf 
members, and in each of these we should have 
the opportunity of exchanging views, pre 
senting and hearing papers, and being mutu- 


trators, teachers, or clinicians. 
are in 
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ally helpful in other ways. This might apply 
to such groups of psychiatrists in hospital 
administration, those working in academic 
institutions, in correctional and penal in- 
stitutions, in public health, in shock therapy, 
in research, in private psychiatric hospitals, 
and in many other fields. Why should our 
Association not provide an organizational 
structure whereby those having the same 
specialized interests could have continuity in 
their discussions and physical arrangements 
for getting together at the same time their 
psychiatric confreres with other interests 
were meeting ? 

Under the present constitution, a section 
has no authority except to conduct its portion 
of the annual meeting. To permit a section 
to have action committees was deemed un- 
wise because of difficulties in coordinating 
such action through the Council. As a conse- 
quence, if the members of a section wish to 
implement recommendations or make con- 
tacts outside the organization, a standing 
committee of the Association must be created 
by the Council. This whole organizational 
plan might well receive reconsideration. 

Round-table discussion groups meet this 
need partially but they have no continuity of 
program or leadership and are limited to a 
discussion once yearly. The real need seems 
to be for the opportunity of members with 
like interests to work together throughout the 
year as an integral part of the Association 
program. 

In considering this problem we should 
take cognizance of the trend toward the 
formation of small groups with like orienta- 
tion. Over the years this has happened fre- 
quently. Among the older associations of this 
type are The American Psychoanalytic, The 
American Orthopsychiatric, The American 
Psychopathological, and the American Asso- 
ciation on Mental Deficiency. More recently 
we have witnessed the birth of the Society 
for Research in Psychosomatic Problems, the 
American Group Therapy Association, the 
Society for the Psychological Study of Social 
Issues, the American Society for Psychical 
Research, the Society for Biologic Psy- 
chiatry, and quite a number of others. 

This fragmentation into separate parts may 
be a sign of the times, an inevitable trend to 
spontaneous and natural selection on the 
basis of homogeneous aims and _ thinking. 


Growth in our membership and increased 
variations in the professional interests will 
tend to increase the tendency to division. 
The neurosurgeons, far fewer in number 
than the psychiatrists, have five national 
societies. This may be desirable but, on the 
other hand, we must consider the possibility 
that our Association might be able to meet 
these diverse needs of its large membership. 
It is improbable that any of the groups now 
existing have organized in opposition to the 
A.P.A. They have developed because the 
Association program did not adequately 
represent their specific interests, or its 
structure did not give them the opportunity 
to function as they wished. 

With the enormous benefits that might 
accrue to psychiatry, it is tremendously im- 
portant that we face the problem of special 
interests and if possible find solutions. We 
cannot ignore the fact that no medical or- 
ganization of specialists has such lenient 
requirements for admission to membership 
as does ours. This desirable encouragement 
of younger men to associate themselves with 
us early in their career adds to our hetero- 
geneity. Perhaps we should reconsider our 
membership policy and standards. 

We must be sufficiently flexible in our 
thinking to conceive of The American Psy- 
chiatric Association as eventually providing 
for a kind of federation of more highly spe- 
cialized groups. Unless we do make possible 
the opportunity for smaller units to meet, 
to work, and to have even considerable 
autonomy as a part of the Association, we 
must expect further fragmentation. 


* * 


Underlying many of the problems within 
the Association is that of finance. Our or- 
ganization has had a budget far below those 
of organizations of comparable size.® 


6 Comparative Budgets as of 1947 


American Child Health Organization. .$240,000 
American College of Surgeons....... 225,000 
American Dental Association........ 
American Public Health Association.. 157,000 
American Social Hygiene Association. 300,000 
National Association for Prevention of 


American Foundation for the Blind... 120,000 
American Hospital Association....... 135,000 


National Tuberculosis Association. ... 270,000 
American Psychiatric Association..... 60,000 
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For a group facing so many responsibilities 
and so many tasks, we have gotten along 
literally on a shoestring. While our dues 
are relatively high, many of us pay twice that 
amount to our County Medical Societies. To 
meet a crisis in medicine, those of us in the 
States have recently been given a special 
assessment through our County Medical 
Society of $25.00. 

These facts indicate a problem that con- 
fronts all medical organizations. For many 
years they have tended to function as pro- 
fessional clubs. During that time they paid 
little, if any attention, to consumer relation- 
ships. For that reason, many are now on the 
defensive and lack a progressive program of 
offense. 

We in psychiatry have been perhaps less 
concerned with this than the medical pro- 
fession as a whole. In many of the areas of 
vital concern to psychiatry, we have had no 
program. With the establishment of the 
Office of Medical Director to supplement the 
activity of our lay Executive Assistant, the 
beginnings of such a program have been 
launched. This step has cost money. How- 
ever, it was fully considered in advance and 
the membership voted to increase the dues 
for this specific purpose. We cannot expand 
our activities, increase our services to our- 
selves and to the public, without paying for it. 

There has been some criticism of the fact 
that members have not received additional 
service equal to the increase in dues. In 1949 
I pay my County Medical Society approxi- 
mately four times the amount that I paid in 
1930. This does not mean that I am receiving 
four times the direct personal service. | am 
receiving a little more, but much of the money 
goes to previously neglected activities all of 
which are important to my practice—public 
relations, public education, legislative efforts, 
fighting quacks, contacting lay groups, more 
effective committee work, and many other 
projects in further developing medicine. 

This same principle holds true in our 
American Psychiatric Association. The fact 
that we triple the dues for Fellows should 
not lead us to assume that we will receive 
three times the personal and individual ser- 
vice. Instead we must derive our satisfaction 
from knowing that we are beginning to build 
a constructive program for psychiatry. 


ciation merits a special word. When we 


went into this program two years ago, it was | 
anticipated that we would approximately | 
double our expenditures. This is essentially | 
At that time it was also | 


what has occurred. 
understood that, to take care of part of the 
increase, the reserve funds could, if neces- 
sary, be used. During the past year we have, 
as we expected, spent about $20,000 over our 
income. Two of the major items, apart from 
our expansion, which have increased the ex- 
pense of the Association during the past year 
over previous years are $20,000 for Council 
and committee activities and an outgo of 
$22,000 over income in the publication of the 
JouRNAL. Issuing 12 instead of 6 numbers 
materially increased the expense of the 
JouRNAL which, up until a year ago, had 
been self-supporting. 

In November, a special committee of five 
Council members was appointed to consider 
a long-time financial program. This com- 
mittee has been reconstituted as a Budget 
Committee, currently composed of three 
members of the Council and two members- 
at-large from the Association. It has had 
several meetings and is considering inten- 
sively the total financial picture. Recom- 
mendations to the Council will concern ways 
of increasing our income and of reducing 
expenditures. Potential sources of income 
suggested include grants from Foundations 
for specific projects, tax-exempt donations 
and bequests from our members, increased 
revenue from the JouRNAL, the development 
of a psychiatric hospital information service, 
increase in fee of nonmembers attending our 
annual meetings, charging corresponding 
members for their JouRNAL subscription, as 
well as other possible projects. No considera- 
tion is being given to any increase in dues 
or the levy of a special assessment at the 
present time. 

We know that our Association could prof- 
itably and wisely spend considerably more 
money than is currently available. We must, 
however, go forward with our program, 
keeping in mind the disturbing truth that if 
we psychiatrists do not take the leadership, 
someone else less qualified will. 

Another major problem for our Associa 
tion is the more effective utilization of ouf 


[July | 


The current financial status of our Asso- | 
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manpower. With 4,700 members, soon to 
be 5,300, only 231 persons directly share in 
the responsibility of the organization’s activi- 
ties. This number includes the officers, mem- 
bers of the Council, section officers, and com- 
mittee members. This makes up only 5% 
of our membership, while the tasks at hand 
call for the mobilization of every member 
we have. Currently there is no way to in- 
crease this number officially. Many of our 
members have actually asked to serve on 
some type of task force which they felt 
would further the aims of the Association 
and advance psychiatry but there is no offi- 
cial job for them. 

One possible solution of this problem in- 
volves our Affiliate Societies. These soci- 
eties are potentially a great force in The 
American Psychiatric Association. One sug- 
gested method of making them far more im- 
portant was included in the original proposal 
of the Reorganization Committee. Affiliate 
Societies are invited to send an observer to 
Council meetings but they cannot vote. At 
the present time most of these groups limit 
their activity strictly to clinical sessions. Dur- 
ing the past year on several occasions they 
were asked to express opinions to the Execu- 
tive Committee. The suggestion was made 
to them that they organize standing operat- 
ing committees. So far, only a few of them 
have done so. 

The Affiliate Societies should have great 
autonomy. They should be free to function 
and organize in the way they wish, to experi- 
ment with new procedures and new methods. 
A more active relationship to the Association 
would make it possible for our national body 
to benefit from their experiences. These so- 
cieties also should have the opportunity and 
the obligation to report their activities to 
the A.P.A. Through the national Association, 
a way should be found for affiliates to ex- 
change ideas and report their experiences to 
each other. 

The Affiliate Societies could establish 
those operating committees which would be 
useful to them and which would parallel the 
committees of The American Psychiatric 
Association. They could become the local 
spokesman for psychiatry regarding state 
hospitals, medical education, legislation, pub- 
lic education, and contacts with lay groups. 


Provision should be made for these commit- 
tees to have a close liaison with the same com- 
mittees of the A.P.A., and through them re- 
port their experience and findings to the 
national membership. 

All the above problems are directly re- 
lated to our organizational structure, as was 
pointed out by the last three presidents.? The 
Council has long recognized the need for a 
change from the so-called town hall system 
to a more representative type of organization 
which will rectify some of the defects men- 
tioned. 

Perhaps less important but none the less 
desirable is a clarification of the responsibili- 
ties of the president of this organization. 
From my experience, your president has too 
much responsibility. He has to be the stimu- 
lator and the arranger, the guide and the 
trouble shooter. He is a contact man with, 
and far too often of necessity the official 
spokesman to, many other groups outside of 
psychiatry. He should maintain contact with 
30 committees and 25 affiliate societies, a 
duty which if efficiently done, is easily a full- 
time job. Under the present constitution, 
his responsibilities are sch that he can as- 
sume or ignore them; he need accept only 
those problems which are forced on his at- 
tention or he may initiate as many new ideas 
and plans as occur to him. 

Study needs to be given to our Council 
organization. As it stands now, 12 members 
of the Association are given the full respon- 
sibility for the direction of our affairs—legal, 
professional, administrative. Yet under the 
present system the Council meets but twice 
a year and the councillors have no specified 
activities between meetings. In part this is 
the result of traditional practice and in part 
it is due to the reality factor of inadequate 
finance. It is not required that Council mem- 
bership represent any geographical distribu- 
tion nor, much more importantly, that it 
represent the many specialized interests in 
the field of psychiatry. 

Our publication, THE AMERICAN JouR- 


7 Bowman, K. M. Presidential Address. 
J. Psychiat., 103: 1, July 1946. 

Hamilton, S. W. Presidential Address. Am. J. 
Psychiat., 104: 1, July 1947. 

Overholser, W. Presidential Address. 
Psychiat., 105: 1, July 1948. 
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NAL OF PSYCHIATRY, presents a whole set 
of problems both in itself and its relation to 
other psychiatric publications. We have been 
extremely fortunate in having a loyal and 
devoted editor for many years who receives 
no remuneration for his work. We cannot, 
however, assume that this will go on forever 
nor would it be desirable even if it could. 
We need a study to formulate a long-time 
plan for the development of the JouRNAL. 

At the moment it is an expensive under- 
taking, in contrast to another psychiatric 
journal carrying no advertising which pays 
its editor and still makes money. We should 
know the opinion of experts on how to im- 
prove it and how to make it pay. We must 
plan for paid officials both to edit and to 
manage its affairs. Perhaps it could be im- 
proved with some additional regular sections, 
for instance, for administrators, ancillary 
workers, topical reviews. We should con- 
sider the publication of a monograph series. 
Furthermore, I believe the board of editors 
should be specifically chosen to represent the 
various interests in psychiatry and the mem- 
bership of the board should rotate at regular 
intervals. 

Our Association needs a permanent home. 
Many other scientific organizations have 
headquarters which they own and which 
have become important bulwarks in their 
organizations. Currently we maintain offices 
in Toronto, New York, and Washington. 
Obviously this is neither economical nor effi- 
cient. There are many complications in 
making a change. Nevertheless, we must 
plan for the time when we will have a na- 
tional headquarters which will house our 
Medical Director, our Executive Assistant, 
and the business and editorial office of our 
JournaL. Perhaps some angel will help 
us achieve this goal. More likely we will 
have to figure the ways and means ourselves. 


PROBLEMS FACING PSYCHIATRY 


All these problems just enumerated— 
namely, organization, finance, the JOURNAL, 
and a home—are concerned directly with our 
Association affairs. On the other hand, much 
of what happens in psychiatry must depend 
upon us as individuals. Our daily work, our 
relationships, our contacts with the public 


constitute American psychiatry. With a com- 
bination of unending opportunities and 
countless demands, most of us have great 
difficulty in establishing our personal priori- 
ties for the investment of our time and en- 
ergy. How we do this as individuals, how- 
ever, determines the course of American 
psychiatry far more than can this Associa- 
tion. Therefore in these presidential re- 
marks I feel impelled at least to mention 
some of these responsibilities we face as in- 
dividual psychiatrists, under the general 
headings of the internal work of psychiatry, 
our relationships, and our responsibility to 
the public. 

Internal Work of Psychiatry—By the 
internal work of psychiatry I refer to our 
jobs of treatment, psychiatric education, and 
research. We acknowledge the acute need 
for more specific methods, briefer forms, 
and improved techniques of treatment. These 
are all extremely important. There are two 
other problems related to treatment of great 
moment: its high cost and a tendency to 
commercialization. Mental illness is prob- 
ably the most expensive disease a patient can 
have in spite of the fact that psychiatry 1s 
the least remunerative of any medical spe- 
cialty. There are thousands of individuals 
who need and want help but simply cannot 
afford private care. The very great demand 
for our services which permits a high degree 
of selection of patients is a very real tempta- 
tion to place too great an emphasis on what 
the patient can pay. Our low- and no-cost 
psychiatric clinics are totally inadequate. 
This is a cause for mental illness becoming 
one of the most flourishing fields for 
quackery. 

A second major responsibility in our pro- 
fessional work is the training of personnel. 
This is probably the greatest need to advance 
psychiatry at the present time. It is an obli- 
gation of all of us and certainly no more im- 
portant contribution can be made by any 
individual psychiatrist than to assist in the 
training of personnel at some level. 

A third major responsibility of psychi- 
atrists is the promotion of, and participation 
in, research. While our Association might 
aid in the coordination of, and information 
about, research programs, as was strongly 
recommended by the membership two years 
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ago, the real work has to be done by indi- 
viduals. It should trouble us greatly that 
there are only a handful of psychiatrists who 
can devote their full time to research. Every- 
one of us who can, should carry our share of 
the responsibility of trying to add to our 
fund of knowledge. 

Relationships.—The second area in which 
we must function as individuals is in the 
relationships to our associates. We are, for 
instance, confronted with the important job 
of clarifying our associations with the clinical 
psychologist. He has become extremely im- 
portant to us in our work. On the other 
hand, many so-called “consulting psycholo- 
gists’’ are practicing psychotherapy outside 
of a medical setting. An official stand by 
our Association on this problem would be 
helpful but the ultimate solution will depend 
on us as individuals. 

Furthermore, the integration of psychiatry 
into general medicine depends on us as per- 
sons. We were given an excellent oppor- 
tunity in the practice of psychiatry in every 
army and navy hospital. This has been con- 
tinued through the superior leadership in 
the Veterans Administration program. If 
psychiatry is to be effectively integrated into 
medicine it means our individual partici- 
pation in general hospital staff programs, 
county, state, and national medical organi- 
zations. This requires keeping ourselves 
abreast of the progress in other medical 
specialties and making whatever contribu- 
tion we can to them in medical schools, 
societies, and journals. 

The Responsibility to the Public.— 
Whether we wish it or not, we cannot avoid 
the responsibility of helping the public to 
understand psychiatry. They learn about it 
indirectly through our patients. They have 
every right to learn about it directly from 
us. This can be done by writing and speak- 
ing but probably much more importantly by 
fulfilling our obligation as citizens. Two 
years ago Brock Chisholm*® urged us to 


8 Chisholm, G. B.: The Future of Psychiatry. 
Am. J. Psychiat., 104: 543, Feb. 1948. Dr. Chisholm 
pointed out that were we accepted by, and a part 
of, such councils, there would be a far greater 
opportunity for medical statesmanship. Medicine 
has. so long been traditionally aloof from govern- 
ment and politics that now when we need to be 
heard at high levels of government we are woe- 


participate in community affairs in order to 
apply our psychiatric knowledge to civic 
problems. Our Committee on Preventive 
Psychiatry is recommending that we assume 
citizenship responsibilities for policy form- 
ing at whatever level we can—in the Board 
of Education, City Council, civic clubs, wel- 
fare groups, legislative committees, Congres- 
sional hearings. A further and specific obli- 
gation is to assist the community in its en- 
deavors to establish and operate guidance 
clinics, marriage counselling services, par- 
ental education programs. We can exert 
an effective influence on the betterment of 
mental health by discharging our responsi- 
bilities in these ways as citizens of a city, a 
state or a province, a nation. 

Finally, we live in a troubled world. 
Whether or not we regard it as a “sick 
world” is largely a matter of semantics. 
Few of us would disagree with the principle 
that many of the so-called social neuroses 
represent either the cause or the result of 
individual maladjustment. Psychiatry does 
not have the answers to these problems. We 
as individuals, however, do have the oppor- 
tunity and responsibility to contribute our 
knowledge and experience to those who are 
primarily concerned. We can supply the 
scientific facts on personality development 
and function; we have some very definite 
data on the efiect of environment, including 
the influence of social forces. We have some 
knowledge of the unconscious dynamics 
which appear so mysterious to the layman. 
This understanding, if we made it available, 
undoubtedly could be helpful in alleviating 
social distress. 


CONCLUSIONS 


As physicians, we are proud of the phe- 
nomenal progress that medicine has made 
in the relief of suffering, the cure of illness, 
and the prevention of disease. By compari- 
son with the total field of medicine, we in 
psychiatry have shared this progress only in 
recent years. After a slow and traumatic 
beginning, we are making rapid strides. We 


fully short of spokesmen who are acceptable. We 
are ignorant of methods of approach. With our 
reputation as psychiatrists for being inarticulate 
and isolated, our group is particularly short of 
representation. 
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have accumulated a useful and effective, 
although incomplete, body of knowledge 
about mental illness of practical value in 
the practice of medicine and in solving the 
everyday problems of present-day living. 
We psychiatrists find ourselves unwillingly 
and unwittingly in the limelight. The only 
hope of living up to the expectations of our- 
selves and the public lies in a clear vision of 
our responsibility and a willingness to work 
very hard. Some of these needs we must 


meet individually. Some of them can only be 
met cooperatively. Particularly these latter 
will require that each of us give liberally 
of our time and energy toward the achieve- 
ment of the objectives of our Association. 
Even though we as individuals represent 


many different specialized interests and ap- 
proaches, our organization must permit all 
of us to work for the benefit of psychiatry 
and the satisfaction of ourselves. 

As physicians, we must continue to dedi- 
cate ourselves to the alleviation of the suffer- 
ing of humanity. To do so requires that we 
must ignore personal gain and must will- 
ingly make personal sacrifice. With so few 
of us to face such great opportunities and 
enormous responsibilities, it is essential that 
we agree upon our priorities. We must 
pursue them with vigor and devotion. We 
must maintain our mutual respect and toler- 
If we can agree on these, and go forth 
with dignity, integrity, and humility, we can 
meet and solve the problems that face us. 
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A BrocRAPHICAL SKETCH 


HENRY W. BROSIN, M.D., Cuicaco 


The 75th president of the association, like 
many of its previous officers, has achieved 
prominence in fields besides psychiatry. In- 
deed, to understand William C. Menninger’s 
manifold interests and activities it is helpful 
to recall his heritage. The delightful picture 
of the Menninger family contained in Days 
of My Life written by his mother, Mrs. 
Flo V. Knisely Menninger, furnishes an 
excellent background for understanding our 
president’s zeal for public service. Her story 
of the German-Americans’ migration from 
Pennsylvania to Kansas in the pioneering 
days following the Civil War has received 
enthusiastic approval from reviewers who 
described her reporting as both dramatic 
and moving. The independence these hardy 
people won through industry and fortitude 
in spite of oppressive poverty and harshness 
of cultural and physical settings suggests 
that we need not be unwilling victims of 
the brutal machine age. That fighting spirit 
puts to shame the current growing tendency 
to call for help from a puzzled government. 
Flo Knisely worked as a hired girl in order 
to attend Campbell University, a pioneer col- 
lege in Holton, Kansas. There she met and 
married her teacher, Charles Frederick Men- 
ninger. Three years after their marriage, 
he began to study medicine. She taught 
school until the birth of their first son, Karl, 
in 1890. William Claire was born on Octo- 
ber 15, 1890. 

Along with his older brothers, Karl 
Augustus and Edwin Arnold, William Claire 
engaged actively in community life. The 
lower floor of their large house in Topeka 
was converted into a club room for them and 
their friends. Shortly after the Boy Scouts 
of America was organized, the Menninger 
brothers became the nucleus of the first 
Scout troup in Kansas. ‘Doctor Will’ main- 
tains association with scouting as a member 


1 Richard R. Smith, New York, 1940. 


of its National Executive Board. As a scout 
leader he developed 75 Eagle Scouts, the 
highest rank attainable, in 9 years. His skill- 
ful leadership became even more evident 
when, as an experiment, he organized a Sea 
Scout Patrol converting it within one year 
into a regular Sea Scout ship, the S.S.S. 
Kansan which won first place 3 times in 
nation-wide competition. He has contributed 
frequently to the magazine, Scouting, and in 
1934 wrote Handbook for Skippers. 

At 19 he enlisted in the Army and served 
as a Second Lieutenant in the Infantry. In 
1919 he received a B.A. degree from Wash- 
burne College (Topeka), in 1922 an M.A. 
from Columbia, and an M.D. from Cornell 
in 1924, when he was elected to Alpha Omega 
Alpha. A revealing sidelight is the fact that 
while in college and medical school he was 
a “student-volunteer” of medical missionary 
work and had intended to practice abroad. 
The basic attitude of serving his fellow man 
persisted although this plan was not car- 
ried out. 

In addition to fulfilling routine duties of 
the medical and surgical interneship at Belle- 
vue Hospital from 1924 to 1926, he con- 
tinued his interest in clinical research. From 
1923 to 1926 he published 23 scientific arti- 
cles. Seven of them contained reports of 
original experimental work on the physiology 
of leucocyte production, oral and rectal ad- 
ministration of epinephrin, and the treat- 
ment of diabetic and nondiabetic glycosuria. 
The others dealt with problems of neuro- 
syphilis. His early experiments revealed 
boldness, imaginativeness, and ability to ana- 
lyze and formulate complex clinical prob- 
lems. It is tempting to surmise that the gifted 
young investigator might have had a dis- 
tinguished career in experimental medicine. 
His classic monograph, Juvenile Paresis,’ 
is a welcome reminder of his interest in 
organic medicine. 


2 Williams and Wilkins, Baltimore, 1936. 
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Eighteen months of general practice in 
Topeka served to impress Dr. Menninger 
with the ubiquity and importance of emo- 
tions in problems of medicine. He began 
formal study of psychiatry at Saint FEliza- 
beths Hospital in 1927. While working at 
Queen’s Square in 1933 he became a per- 
sonal friend of Brock Chisholm and John 
Rees. He also visited the principal psychi- 
atric centers in Zurich, Berlin, Paris, and 
Vienna. He attended the Institute for Psy- 
choanalysis in Chicago in 1934-35 for didac- 
tic training and a personal psychoanalysis. 
He soon became a firm proponent of this 
method of psychotherapy and a leader in 
establishing freer communication and better 
understanding between nonanalytic and ana- 
lytic groups. The prodigious industry and 
interests he directed to the care of psychi- 
atric patients are reflected in numerous pub- 
lications, particularly in the fields of psycho- 
somatic medicine, mental hygiene, psycho- 
analytic principles in the management of 
hospitalized patients, bibliotherapy, and other 
recreational therapies utilizing specific pre- 
scriptions based on dynamic principles. 
Among his books are: You and Psychiatry * 
with Monroe Leaf; and Psychiatry: /ts 
Evolution and Present Status.* 

Larger administrative duties consumed in- 
creasing amounts of time but provided ex- 
ceedingly valuable experience in organiza- 
tional work. He was exceptionally well 
equipped in 1942 to become, as a Lieutenant 
Colonel in the Army, neuropsychiatric con- 
sultant for the Fourth Service Command. 
In December 1943 he became Director of 
the Neuropsychiatric Consultants Division, 
Office of the Surgeon General. Space does 
not permit even brief review of his manifold 
accomplishments during the war. Mobilizing 
and training over 8 million men created prob- 
lems in human relations no less serious than 
those of supply and transportation but with 
relatively little opportunity to correct them. 
His predecessors worked ably and valiantly 
to promote understanding of the human 
variables in the military setting but it was 
his good fortune to bring this work to an 
unprecedented fruition. Albert Deutsch’s 


3 Charles Scribner Sons, New York, 1948. 


4Cornell University Press, Ithaca, New York, 
1948. 
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summary is pertinent: His personality . . . | palance 
“modest, quietly good humored, warm, frank} nature. 
and tolerant, together with his pronounced] pwn o 
professional ability, has helped him_ break} chimer 
down many walls of hostility and suspicion! for mo 
against psychiatry that impeded proper hope, a 
treatment of mental cases in military service.) Dr. | 

From induction centers and _battle| tions a1 
station, the soldier has a better chance of} .ociatic 
being protected against a possible mental) ,¢ 
crack-up and of getting prompt and efficient} ional | 
A record of| mate 
the gigantic problems involved can be found} Psychi: 


treatment if he does crack-up.” 


in Dr. Menninger’s book, Psychiatry in a} Kansas 
Troubled World.’ His services were recog-} Americ 
nized by the receipt of the first annual Albert} Orthop 
and Mary Lasker award for 1944 for “out-} chopatl 
standing service in the field of mental hy-} psychia 


giene”; promotions to Colonel in 1944 and} 1948, 
to Brigadier General in 1945; and, in 1946,} Centra 
the Distinguished Service Medal and Army for the 
Commendation Ribbon. He became a perma-} Man 1 
nent Brigadier General in the Reserve Corps Profes 
Found: 


in 1947. 

Dr. Menninger’s social conscience and ad- 
ministrative skills have kept him busy in top 
administrative circles in this uneasy postwar 
period. Guided by the necessity for main- 
taining a strong defense and improving and 
expanding facilities research, 
teaching, and services, he appears frequently 


for civilian 
at Congressional hearings and serves ac- 
tively as consultant to the Office of the Sur- 
Department of Defense, 
Hoover Commission ( Voorhees Committee), 
National Military Establishment, Veterans 
Administration, U.S.P.H.S., United States 
Department of Education, and the National 
Research Council. His concern for increas- 
ing psychiatric activities at all levels is ex- 
emplified by his insistent pointing to ways 
by which psychiatrists can be responsible 


geon General, 


citizens as well as medical and social scien- 
tists. This position is not always popular 
with some physicians. We can rest confident, 
however, in spite of the magnitude of out 
problems and the confused state of our af- 
fairs reflecting the national and international 
situation with all its new challenges, that 
Dr. Menninger will bring to the scene 4 


5 Macmillan Company, New York, 1948. 


July} 


, frank 
yunced 
break 
picion 
proper 
ervice, 
battle 
nce 
mental 
fficient 
‘ord of 
found 
y ina 
recog- 
Albert 
r “‘out- 
tal hy- 
44 and 
1 1946, 
Army 
perma- 
Corps 


of 


ind ad- 
in top 
yostwar 
main- 
ng and 
‘search, 
quently 
yes ac- 
1e Sur- 
efense, 
nittee), 
eterans 
States 
‘ational 
ncreas- 
is 
O ways 
yonsible 
scien- 
popular 
nfident, 
of our 
our af- 
1ational 
that 
scene 4 


2S 


HENRY 


Ww. 


BROSIN 


15 


‘balanced reasonableness and a genial good 


nature. He is no grim ascetic denying his 
own others’ humanity in pursuit of a 
chimera. He has become a significant figure 
for most of us because he possesses “faith, 
hope, and charity” in large measures. 

Dr. Menninger’s other professional affilia- 
tions are: The American Psychoanalytic As- 
sociation, President 1947-1949; Association 
f Military Surgeons; Diplomate of Na- 
tional Board of Medical Examiners; Diplo- 
in Psychiatry, American Board otf 
Psychiatry and Neurology; Governor for 
Kansas, American College of Physicians; 
American Medical Association; American 
Orthopsychiatric Association ; American Psy- 
chopathological Association ; Central Neuro- 
psychiatric Association, President 1947- 
1948, Secretary 1936-1947; A.R.N.M.D.; 
Central Society for Clinical Research ; Group 
for the Advancement of Psychiatry, Chair- 
man 1946—; Kansas Psychiatric Society ; 
Professor of Psychiatry, The Menninger 
Foundation School of Psychiatry and the 


or 


mate 


University of Kansas Medical School; Se- 
nior Consultant, Winter General Veteran’s 
Administration Hospital; World Federation 
for Mental Health, Member of the Govern- 
ing Board; and General Secretary, Men- 
ninger Foundation, Topeka. 

Nonprofessional affiliations include mem- 
bership in the American Ornithological 
Union, the American Philatelic Society ; the 
Collectors Club of New York; and the 
American Legion. 

He is a Mason and Presbyterian. In 1925 
he married Catherine Wright of East 
Orange, New Jersey. They have 3 sons, 
Roy Wright, Philip Bratton, and William 
Walter. All 5 members share an exception- 
ally devoted home life joining together on 
mutual projects as amateur entomologists, 
ardent philatelists, and enthusiastic photog- 
raphers. Fortunately we can look forward 
to many more years of outstanding service 
from our big (6 14”, 190 lbs.) youthful 
scientist-missionary-organizer and leading 
ambassador of good will to the public. 


PSYCHOPHYSIOLOGICAL STUDY OF MENTALLY ILL PATIENTS * 
Part I—Tue STaTus OF THE PERIPHERAL AUTONOMIC NERvous SYSTEM AS 
DETERMINED BY THE REACTION TO EPINEPHRINE AND MECHOLYL 
DANIEL H. FUNKENSTEIN, M.D.,27 MILTON GREENBLATT, M.D.,? ano 
HARRY C. SOLOMON, M.D.‘ 


Boston, Mass. 


The responses of the organism to the de- 
mands of life involve complexly integrated 
patterns of psychophysiological activity. 
Many have been concerned with the question 
as to whether the psychological or physio- 
logical reaction is primary. We, however, 
have chosen to neglect the problem of the 
causative relationship between these 2 mani- 
festations of behavior, and have attempted 
to evolve tests to study patterns of autonomic 
response to stress and the degree to which 
they are characteristic of various forms of 
disease. We have studied both the psycho- 
logical and physiological changes in men- 
tally ill patients when the vegetative nervous 
system has been subjected to stress by 
adrenergic and cholinergic drugs (epi- 
nephrine and mecholy1). 


LITERATURE 


The varied reactions to epinephrine of 
patients with different mental disorders has 
been the subject of limited investigation. 
Freeman and Carmichael(5), Hoskins and 
Jellinek(8), Kanner(g), and others have 
found that schizophrenic patients show less 
reaction to epinephrine than normals. That 


1From the Department of Psychiatry, Harvard 
Medical School and the Boston Psychopathic Hos- 
pital. 

Valuable technical assistance was given by Ste- 
phen N. Root, A. B. (Assistant in Research at the 
Boston Psychopathic Hospital). 

Financial assistance in this investigation was 
provided by the Committee on Research in Dementia 
Przcox founded by the Supreme Council, 33d De- 
gree Scottish Rite. Northern Masonic Jurisdiction, 
U. S.A, 

2 Senior Physician, Boston Psychopathic Hos- 
pital and Assistant in Psychiatry Harvard Medical 
»chool. 

3 Chief of Laboratories and Research, Boston 
Psychopathic Hospital, and Instructor in Psychia- 
try, Harvard Medical School. 

* Director, Boston Psychopathic Hospital and 
Professor of Psychiatry, Harvard Medical School. 
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anxiety can be produced in psychoneurotic 
patients by epinephrine injection has been 
shown by Goetsch(7), Wearne and Sturgis 
(17), Maranon(13), Peabody(15), Smith 
(16), Boas(2), and others. Kraines and 
Sherman(1o) found that symptoms could 
be activated in psychoneurotic patients by 
the use of epinephrine intravenously, al- 
though the height of the systolic blood pres- 
sure rise did not differ from that of normals. 

Myerson, Loman, and Dameshek(14) and 
Dameshek, Loman, and Myerson(4) found 
little change in the mental status of schizo- 
phrenic and general paretic patients follow- 
ing the injection of mecholyl. Altman, Pratt, 
and Cotton(1) studied the cardiovascular 
response to mecholyl in certain mental dis- 
eases and found fairly characteristic sys- 
tolic blood pressure curves in some of these 
conditions. 

Lindemann and Finesinger(11) found 
that in a series of 20 psychoneurotic patients 
it was possible to reactivate an anxiety at- 
tack typical for the patient in one group by 
the intramuscular injection of mecholyl, in 
another group by the intramuscular injec- 
tion of epinephrine, and in a third group 
by either of these drugs. In some cases 
anxiety could not be precipitated by either 
of the drugs. They made no attempt to fol- 
low the blood pressure and pulse reactions 
of these patients. Lindemann and Fine- 
singer(I2) reported only on the verbal re- 
sponse of the patients following the injec- 
tion of these drugs. 


PATIENTS AND METHOD 


The physiological and psychological re- 
sponse of various patients to normal saline, 
epinephrine, and mecholyl were correlated 
with the clinical picture. The response to 
the drugs was measured in terms of the 
systolic blood pressure. The diastolic blood 
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pressure was not followed because of the 
difficulty of obtaining accurate readings, es- 
pecially with mecholyl. 

The patients were psychiatric cases either 
hospitalized in the Boston Psychopathic Hos- 
pital or attached to the outpatient depart- 
ment. We studied a total of 115 cases of 
whom 32 were psychoneurotics, 37 were 
schizophrenics, 15 were psychopathic per- 
sonalities of the hostile aggressive type, 12 
were involutional psychosis, 4 were manic- 
depressed manic, and 15 were controls. 
There were 74 males and 41 females. They 
ranged in age from 21 to 52. 

Great care was taken to select cases for 
whom the great majority of the staff could 
agree as to the diagnosis. We avoided test- 
ing patients over 55 years of age, or those 
with cardiovascular disease, tuberculosis, or 
brain damage. 

The cases were studied as follows: 

(A) A careful history was taken of each 
patient and his anxiety symptoms were tabu- 
lated in detail, using a modification of Cam- 
eron’s Anxiety Chart(3). 

(B) The injections were done at least 3 
hours after the last meal, with the patient 
in the lying-down position, head on a pillow. 
The patient was informed that a test was to 
be run on his nervous system, one on each 
of 3 days, and he was to report any sensa- 
tions. The injections were given each on a 
separate day in the following order. 


1. Normal Saline 


Normal saline I cc was given intraven- 
ously in one second and the systolic blood 
pressure was followed at 15-second inter- 
vals, beginning 30 seconds after the injec- 
tion, until it had returned to the pre-injec- 
tion level and remained there for 5 minutes. 


2, Epinephrine 


Epinephrine .05 mg in 4 cc of water was 
given intravenously in one second. The sys- 
tolic blood pressure was followed every 15 
seconds, beginning at 30 seconds after injec- 
tion, until it returned to the preinjection 
level and remained there for 5 minutes. 


3. Mecholyl (acetyl beta-methyl choline) 


Mecholyl 10 mg disolved in 1 cc of dis- 
tilled water was given intramuscularly and 


the systolic blood pressure was followed 
every 30 seconds for 6 minutes and then 
every minute for the ensuing I9 minutes for 
a total of 25 minutes. Atropine sulphate 
0.065 mg in I cc of distilled water was 
necessary as an antidote in one patient be- 
cause of a marked lowering of the blood 
pressure and in 2 other cases because of the 
persistence of the anxiety attack precipi- 
tated by the drug beyond the 25-minute 
period of observation. 

(C) Other physiological and psychologi- 
cal reactions of the patients after the injec- 
tions were observed, especially sweating, 
tremors, flushing, pallor, and other auto- 
nomic manifestations. All subjective experi- 
ences during the tests were noted. When 
the experiment was over, the patient was 
questioned specifically concerning anxiety. 


GENERAL CONSIDERATIONS 


For those who wish to repeat these studies 
the following considerations are important: 

1. Mecholyl must be given intramuscu- 
larly; it cannot be given intravenously. 
Atropine sulphate should be handy if needed 
as an antidote. 

2. In some cases after epinephrine, ectopic 
cardiac beats occur making the systolic blood 
pressure unreliable. The compensatory beat 
should be ignored following the recom- 
mendation of the American Heart Associa- 
tion. 

3. The patient must be resting and the 
blood pressure basal. Some patients have 
apprehension as a result of the test situa- 
tion. This can be determined by having 
their blood pressure taken on the ward, ly- 
ing down, and checked with that in the test 
situation. It may be necessary for the pa- 
tient to lie quietly as long as an hour in 
some cases to get a basal reading. If a test 
is carried out when the patient is tense, the 
picture of the autonomic reactivity is defi- 
nitely distorted. 

4. After mecholyl the cuff should be in- 
flated rapidly and the blood pressure taken 
as soon as the first sound is heard. If one 
then keeps the cuff on, the blood pressure 
reading will tend to be too high. If difficulty 
is encountered in getting the blood pressure, 
the cuff should be deflated completely for 
about 15 seconds, then again inflated. 
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5. Some patients complain of arxiety (2) Pre-injection level, (3) Height of rise | 
when none is noted in their facial expression after epinephrine, (4) Immediate fall after 
or other actions. By anxiety we include per- mecholyl, (5) Delayed rise after mecholyl, 
ceptible somatic expressions as well as sub- and (6) Homeostasis. 
jective apprehension. 
J PP 22c 220 
RESULTS 200 
CHANGES IN THE SysTOLic BLoop PRESSURE ‘oll 3 
HEIGHT OF RISE AFTER EPINEPHRINE ” 
After the injection of saline, the majority 
of the patients responded with a rise of 
points or less of the systolic blood pressure 
at 30 seconds; at one minute the systolic '% 
blood pressure was generally at its pre- .'° JEPINEPHRINE 
injection level. No patients experienced 
anxiety with saline. We could find no sig- — 
nificance in this rise and it seemed to bear 
no relationship to any particular clinical WAAEDIATE FALL AFTER MECHOL 
syndrome. 9c 
‘ 80 
For purposes of simplification the blood 
pressure changes following injections of epi- 
nephrine and mecholyl are treated together. 
We shall describe what we regard as the 6 TIME IN MINUTES 
characteristic patterns of blood pressure Fic. 1.—Illustrates the effect of 0.05 epinephrine 
change in response to these drugs. There intravenously and of 10 mg mecholyl (acetyl-B- 
is certainly an arbitrary element in our se- methyl choline ) intramuscularly in the systolic blood 
‘ pressure. The responses are superimposed, so far 
lection of these types for some cases are not 
: : “ips as the time ordinate is concerned. Actually, the 2 
easily fitted into this scheme. However, on drugs were given on consecutive days. . 
the basis of our experience with more than 
100 cases, we believe the selection is justi- Group I.—( For averages see Table 1. For w 
fied in that it gives maximum clarity to the typical curve see Fig. 2.) a 
data obtained. Epinephrine: Marked rise (more than 75) ww! - 
In describing these cases, it is necessary in systolic blood pressure with the return - 
to consider certain features of the curves to pre-injection level within 3 to 7 minutes. i 
for descriptive purposes (see Fig. 1). They Mecholyl: Slight fall in systolic blood be 
are as follows: (1) Basal blood pressure, pressure with early rise above pre-injection - 
Vv 
J 
TABLE 1 ° 
SHows EFFEcTts oF EPINEPHRINE AND MECHOLYL ON THE SySTOLIC BLoop PRESSURE OF 100 PATIENTS. ” 101 
Epinephrine Mecholyl 
Average i Average Ave rage 8 
height of Average area Average area 
blood Average fall of below pre time of above pre- 
pressure Average time in blood injection homeo injection Average 
Groups rise area minutes pressure level (—) stasis level (+) age 61 
93-5 39.2 14.1 4.4 35.1 27.2 
Il. 86.4 30.5 4.9 20.8 9.9 12.5 3.0 27.0 
III. 65.3 20.2 oe 18.8 12.0 10.1 0.1 28.5 
FV. 59.1 23.0 5.0 19.1 75 19.8 6.3 28.0 : 
V. 47.1 12.6 2.8 26.0 47.4 28.2 F 
VI. 68.8 19.25 3.3 32.8 70.0 40.1 mecho 
VIL. 70.4 24.4 4.4 24.8 15.8 20.5 a dott 
For epinephrine, the average height of response, area, and duration of effect are given. For mecholyl, 
the average fall in blood pressure, area below and above pre-injection level, and time for reestablish- 
ment of homeostasis are given. The results are divided into 7 groups. The number of cases and average 
ages for each group are also shown. 
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level and failure to return to pre-injection 
level during the 25-minute observation period 
( failure to establish homeostasis). 

Group II.—(¥or averages see Table 1. 
For typical curve see Fig. 2.) 

Epinephrine: Marked rise in_ systolic 
blood pressure (more than 75) with return 
to pre-injection level within 3 to 7 minutes. 

Mecholyl: Moderate or slight fall in sys- 
tolic blood pressure with or without slight 
rise above pre-injection level but with the 
establishment of homeostasis, 1.e., return to 
pre-injection level of blood pressure and 
maintenance of it, within the 25-minute 
period of observation. 

Group IJI].—(For averages see Table 1. 
For typical curve see Fig. 2.) 

Epinephrine: Moderate rise in systolic 
blood pressure with return to pre-injection 
level in 3 to 7 minutes. 

Mecholyl: Moderate fall in systolic blood 
pressure without a compensatory delayed 
rise before establishment of homeostasis. 

Group IV.—(For averages see Table 1. 
For typical curve see Fig. 2.) 

Epinephrine: Moderate rise in systolic 
blood pressure with return to pre-injection 
level within 10 minutes. 

Mecholyl: Moderate fall in systolic blood 
pressure with compensatory delayed rise be- 
fore establishment of homeostasis within 25- 
minute observation period. 

Group V.—(F¥or averages see Table 1. 
For typical curve see Fig. 3.) 

Epinephrine: Mild rise in systolic blood 
pressure with return to preinjection level 
within 3 to 6 minutes. 

Mecholyl: Marked fall in blood pressure 
with failure to reach preinjection level within 
25-minute observation period (failure to 
establish homeostasis). 

Group VI.—(For averages see Table 1. 
For typical curve see Fig. 3.) 

Epinephrine: Moderate or marked rise in 
systolic blood pressure with return to pre- 
injection level in 3 to 10 minutes. 

Mecholyl: Marked fall in systolic blood 
pressure with failure to reach pre-injection 
level within 25-minute observation period 
(failure to establish homeostasis). 

Group VII.—(For averages see Table 1. 
For typical curve see Fig. 3.) 
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In this group are included those cases in 
which “chills” occurred after mecholyl. A 
reliable blood pressure curve could not be 
established due to noise engendered by the 
muscular contractions during the chill. 


RELATIONSHIP BETWEEN THE EPINEPHRINE 
AND MECHOLYL RESPONSES 


Except for Groups II, IV, and VI, there 
was a reciprocal relationship between the 
immediate response to epinephrine and 
mecholyl. The greater the rise in blood pres- 
sure to epinephrine the less the initial drop 
with mecholyl and vice versa. The areas of 
the graph demarcated by the epinephrine 
rise and the mecholyl fall also bore a re- 
ciprocal relationship to each other in the 
majority of cases. 

Again, except for the above-mentioned 
groups, there is a definite relationship be- 
tween the height of the reaction to epi- 
nephrine and the delayed rise in the systolic 
blood pressure above the pre-injection 3 to 
I5 minutes after injection of mecholyl. 
When the blood pressure rise to epinephrine 
was marked, 1.e., above 75 mg. Hg., the 
delayed rise to mecholyl was also marked. 
When the epinephrine response was mod- 
erate, i.e., from 60 to 75 mg. Hg., the de- 
layed rise in the blood pressure above the 
base level following mecholyl was small. In 
this group in which the rise to epinephrine 
was moderate whether there was a delayed 
rise or not seemed to depend on whether 
there was anxiety precipitated by the epi- 
nephrine; when anxiety was precipitated 
there was a delayed rise to mecholyl; when 
not there was none. With a small response 
to intravenous epinephrine, that is, from 
32 to 58, no delayed systolic blood pressure 
rise above the baseline occurred to mecholyl, 
the blood pressure remaining below the base- 
line throughout the entire 25 minutes of ob- 
servation. In some cases belonging to the 
latter group, the blood pressure moved to- 
ward normal and then declined again with- 
out reaching the baseline. 

The absence of reciprocal relationship be- 
tween the epinephrine and the mecholyl re- 
sponse in Group VI, we believe, is related 
to the marked relaxation of the patients in 
this group after receiving mecholyl. We 
believe that these cases have an increased 
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initial blood pressure in association with the 
tense mental state. Mecholyl relaxes this 
tension remarkably so that an insomniac 
may sleep all night long and the tremors 
of the agitated depression diminish. After 
electric shock treatment, these cases recover, 
the blood pressure is markedly lowered, and 
tension and tremors remarkably relieved. 


PATTERNS OF PSYCHOPHYSIOLOGICAL 
REACTIONS 


Three different types of reactions were 
observed : 

One group of patients responded with 
the usual somatic complaints that their heart 
was beating faster or harder after epi- 
nephrine. Pallor of the face was observed 
after epinephrine. After mecholyl they 
stated that they were warm or that their 
heart beat faster. One usually noted flush- 
ing of the face and neck and sweating. 
Neither drug caused anxiety. These patients 
usually had to be questioned in order to elicit 
their feelings. 

In another group, either the epinephrine 
or the mecholyl or both activated anxiety 
attacks typical for the patient. They com- 
plained bitterly of the experience and some- 
times began to cry. They often trembled 
noticeably and thrashed about. These cases 
will be discussed further under the heading 
of psychoneurosis, anxiety type. The anxiety 
attacks precipitated were typical for the pa- 
tients; the main difference between the 
experimentally induced attacks and the clini- 
cal ones was that the experimental attacks 
were more severe and were accompanied by 
additional complaints. 

A third group, after receiving epinephrine, 
did not complain of anxiety but showed 
tremors. Then given mecholyl, some of these 
same patients showed a diminution of tremor 
with a reduction in psychological tension. 


CHILLS 


Of special interest were the patients who 
responded to mecholyl with chills. In from 
II to 23 minutes after the injection of 
mecholyl the patient would begin to tremble 
all over and this would soon be followed 
by a severe chill lasting several minutes. 


We could not be sure of the auscultaton 
blood pressure reading during the chill be. 
cause of noise engendered by muscle con: 
tractions. 

In a few cases marked tremor instead of 
a chill would occur at the same time follow- 
ing mecholyl. We believe these tremors 
represent the same reactions as the chill but 
milder in degree. 


CORRELATIONS WITH THE CLINICAL 
SYNDROMES 


Table 2 shows the distribution of the 
autonomic group in relationship to the clini- 
cal diagrams. It will be noted that for some 
clinical entities a large percentage of the cases 
show one particular “‘autonomic pattern.” 


RESPONSES OF THE DIFFERENT CLINICAI 
ENTITIES 


cs Response of the Hostile . lgqress ive Psy- 
chopathic Personality 


Fifteen were in this group—13 males and 
2 females. Their average age was 25, vary- 
ing from 21 to 39 years. These cases were 
carefully picked from those sent by the court 
into the hospital for observation. All were 
young vigorous people who had committed 
crimes of violence. They were lifelong re- 
cidivists and exhibited considerable hostility 
during their stay in the hospital. 

All these patients were questioned con- 
cerning anxiety. The majority stated that 
they were “nervous”; however, on closet 
questioning this nervousness in reality con- 
sisted of “restlessness” or “tremors.” One 
could not elicit from the group any history 
of fear. None of the usual somatic com- 
plaints so frequently elicited from psycho- 
neurotics was found. 

Eight of these patients were in Group |, 
5 in Group II, and 2 in Group III. We 
believe it of significance that the great ma- 
jority, 7.e., 13 of 15, of these patients showed 
an increased response to sympathetic stimu- 
lation as shown by our test. 

Five of the patients showed a marked 
gross tremor after epinephrine but in the 


remainder the physiological signs observed 
were minimal. Sweating and flushing ot 
the face were slight after mecholyl. After 
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TABLE 2 
SHowWs THE DISTRIBUTION OF I15 CASES IN VaRIoUS DIAGNOSTIC CATEGORIES IN RELATIONSHIP TO 7 
AUTONOMIC GROUPS. 


See text for discussion of individual diagnostic entities 


I 


SCHIZOPHRENIA 37 


PARANOID 2 a o 
SIMPLEX 
CATATONIC 

HEBEPHRENIC 
TURMOIL 5 
OTHER TYPES. 


DIN |W 


PSYCHONEUROSIS 32 


ANXIETY TYPE ! 2 
MIXED 


10 4 4 


PSYCHOPATHIC 
PERSONALITY 2 


INVOLUTIONAL 
PSYCHOSIS 


MANIC-DEPRESSIVE-MANIC 4 2 


MENTALLY 


10 


CONTROLS IS} 1 | a] s 


GRAND TOTAL 15 16 | 21 | | | 20] we 
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epinephrine most patients showed pallor of 
the face but did not appear concerned or 
uncomfortable. There was no evidence of 
fear. Not a single one in this group com- 
plained of anxiety or distressing subjective 
experiences. The responses were usually 
limited to “my heart pounds” after epi- 
nephrine or “I feel warm” after mecholyl. 
These responses were not spontaneous but 
occurred when one questioned the patient 
as to how he felt during the experiment. 


2. Response of the Anxiety Neurotic Pa- 
tient 


Twenty-seven were in this group—1i9 
males and 8 females. Their average age 
was 28.5 varying from 21 to 45. Their chief 
difficulties were recurring anxiety attacks 
usually accompanied by somatic complaints 
such as palpitation, sweating, tremor of the 
hands, abdominal pain, and other symptoms 
commonly seen in anxiety syndromes. 

Anxiety attacks typical for the patient 
were activated in 15 cases by epinephrine 
only, in 3 cases by mecholyl only; by either 
drugs in 5 and by neither drug in 4 cases. 

These patients are best discussed accord- 
ing to the method by which their anxiety 
attack is precipitated. 

(a) Those in Whom Epinephrine Alone 
Precipitates Anxiety. Under this classifica- 
tion there were I5 cases: one in Group I, 2 
in Group II, 2 in Group III, and to in 
Group IV. This is in marked contrast to 
the psychopathic group where 13 out of 15 
had marked sympathetic responses. Of these 
patients whose anxiety was precipitated by 
epinephrine, only 3 out of 13 had high sym- 
pathetic responses and only one fell into the 
group which contains most of the psycho- 
paths. 

When anxiety was precipitated, the effects 
were striking. There was fear, marked 
tremor, and pallor of the face. Often the 
patient would thrash back and forth. Many 
of them would burst into tears. The symp- 
toms would be identical with the ones oc- 
curring in their spontaneous attacks. One 
patient in describing the anxiety precipitated 
by epinephrine said, “First there was a 
tingling of my tongue, then a numbness of 
my lips, then my arms and legs felt numb 
as if they would leave me. Then, I felt 


some pain in my stomach. It’s just like the 


attacks that I have at the office except more 
severe, and I’m not so afraid as I trust you 
know what you are doing.” 

Patients whose anxiety was precipitated 
by epinephrine complained most frequently 
of “pounding of the heart,” difficulty in 
breathing, weakness of legs or arms, trem- 
bling and fear. When these same patients 
were given mecholyl, they noted little and 
if questioned might say simply “this feels 
like a hot day.” 

(b) Those n Whom Anxiety Was Pre- 
cipitated by Mecholyl Alone.—Three were 
in this group. Two types of reactions must 
be distinguished here. One in which there 
was immediate precipitation of anxiety which 
continued unabated throughout the 
minute period and in which the blood pres- 
sure curve falls into Group VI. In the other 
reaction, although the anxiety had been pre- 
cipitated earlier, at the end of 11 to 23 min- 
utes a chill occurred subsequently and we 


25- 


were unable to take the blood pressure mea- 
surements satisfactorily. 

When anxiety was precipitated by mech- 
olyl, these patients, like the epinephrine- 
precipitated group, also complained bitterly. 
They, however, complained characteristically 
of sweating, being hot, trembling, diffi- 
culty in breathing, increased flow of saliva, 
palpitation, and fear. When the patients 
were given epinephrine, they felt no typical 
anxiety symptoms although they noted the 
somatic effects of epinephrine, such as heart 
pounding, etc. 

(c) Those in Whom Anxiety Was Pre- 
cipitated by Epinephrine or Mecholyl.—Five 
were in this group—2 males and 3 females. 
Two fell in Group VI and three in Group 
VII. Here, too, 3 patients had chills. Not 
only was anxiety precipitated in this group 
of cases by both drugs, but the clinical at- 
tacks could often in retrospect be separated 
into 2 distinct types, identical in most de- 
tails to those precipitated. 

The attacks precipitated by specific drugs 
were similar but more severe than the spon- 
taneous attacks. The anxiety symptoms de- 
scribed by the patient as characteristic of 
his neurosis were all present in the experi- 
mental attacks; sometimes additional com- 
plaints were registered but the characteristic 
nature of the attacks was never denied. 
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3. The Response of the Obsessive-Compul- 


sive Neurotic Patient 


Five obsessive-compulsive neurotic pa- 
tients were studied. Three fell into Group I 
or Group II, whereas one fell in Group VI 
and one in Group VII (chills). 

The 3 patients who showed the high sym- 
pathetic response (Group I or Group IT) 
had no anxiety precipitated. They had a long 
history of neurosis with gross obsessions 
and compulsions becoming clinically mani- 
fested first in adolescence. 

The patients who fell in Group VI and 
Group VII (chill reaction) had their anxiety 
precipitated by mecholyl, epinephrine, or 
both. In contrast to the 3 cases with the 
high sympathetic responses, the symptoms 
developed acutely, were of short duration, 
and the patients admitted anxiety. This re- 
action is closely allied to the involutional 
psychosis. These 2 reactions are entirely 
different autonomically as well as clinically 
and might profitably be distinguished. 


4. Responses of Patients With Involutional 
Psychosis 


There were 12 in this group, of whom 2 
were males and 10 were females. Their 
average age was 40. There was more uni- 
formity in this group than in any other syn- 
drome studied. Ten fell in Group VI, and 
one in Group I, one in Group VII. When 
these patients were given epinephrine, there 
was a marked increase in their tremor, and 
after mecholyl in the majority of instances 
the patients became relaxed and sleepy with 
diminution in their tremor. Several of the 
patients slept for the first time in weeks. 


5. Responses of the Schizophrenic Patient 


Thirty-seven cases of schizophrenia were 
studied (20 males and 17 females). Their 
average age was 27, varying from 2I to 40. 

Some of these cases complained of “ner- 
vousness.”” However, one could never elicit 
the story of typical anxiety attacks such as 
characterize the psychoneurotics studied. 
Their nervousness consisted of vague fear 
or awareness of self. One patient, for ex- 
ample, described a fear of going out of the 
city. He felt that at such a time everyone 


was watching him. He became conscious of 
his breathing and noted his every action 
carefully. 

There was a wide distribution of curves 
in these cases, 3 being in Group I, 9 in 
Group II, 4 in Group III. The great ma- 
jority of the schizophrenics had a marked 
response to mecholyl, and a small response 
to epinephrine. 

To explain this wide discrepancy in auto- 
nomic grouping for schizophrenics is not 
possible with our limited experience with 
this test. It is interesting to note that para- 
noids showed normal or a marked sympa- 
thetic reaction and were clinically on a whole 
much more organized and less disassociated 
than those schizophrenic patients who fell 
in Group V. 


6. Response of the Controls 


We have used 15 controls, 10 of them 
being medical students, the others miscel- 
laneous. All were males, their age averag- 
ing 23.3 years, ranging from 19 to 29. One 
fell in Group I, 4 in Group II, 8 in Group 
III, 1 in Group IV, and 1 in Group VI. 
The control who fell in Group I had many 
psychological difficulties and much hostility 
and resentment. His mother had had psy- 
chotic episodes. The control who fell in 
Group VI had been worried over getting 
an internship, had been unable to sleep well 
over a period of Io days and for several 
days had been unable to work. None of the 
controls experienced anxiety. The most 
popular response to epinephrine was that it 
was the same sensation as taking violent ex- 
ercise. With mecholyl none of the controls 
noted anything except salivation or a “warm 
day.” 

It is interesting that 80% of the controls 
fell into Group II or Group III, whereas 
of the mentally ill patients only 20% fell 
into these groups. 


DISCUSSION 


This study is an attempt to ascertain the 
patterns of autonomic response to physio- 
logical stress in neuropsychiatric cases. On 
a priori grounds it cannot be assumed that 
the experimental stresses used necessarily 
reproduce true life situations, for the latter 
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are inclined to be more complex than any- 
thing the laboratory situation can mimic. On 
the other hand, the regularity with which 
anxiety attacks could be produced by drugs 
in a given individual, the convincing nature 
of the attacks, both to the patient and the 
observer, and the relative specificity of their 
precipitation—all strongly suggested that we 
were dealing with stimuli and psychophysio- 
logical manifestations close to the real thing. 
For experimental purposes only, we were 
willing to work on the basis of a hypothesis, 
perhaps naive, that life’s vicissitudes are 
often met by something akin to an outpour- 
ing of epinephrine (or similar adrenergin) 
or a flow of mecholyl (or similar chol- 
inergin ). 

Our experimental work demonstrated a 
number of points of practical and theoretical 
interest. 

(1) The patterns of response of the or- 
ganism to drugs having opposite actions upon 
the vegetative nervous system vary greatly 
from one individual to the next. The indi- 
vidual may fail completely to respond to 
10 mg. of mecholyl, or at the other extreme 
may develop an immediate shock-like state 
with no tendency to regain physiological 
equilibrium or re-establish homeostasis. In 
intermediary forms of reaction the individual 
may be knocked off balance, physiologically 
speaking, but fights to regain equilibrium, 
and perhaps through the medium of an au- 
tonomic chill or rigor makes a strong come- 
back, often overshooting the mark with a 
compensatory response. 

(2) Although there is a wide divergence 
of reactivation types, nevertheless, in a given 
individual the pattern of autonomic response 
to stress represents something quite funda- 
mental—for the same pattern may be re- 
peated time and time again under compar- 
able physiological and psychological condi- 
tions. If, however, the conditions are altered, 
as by the development of anxiety, the old 
pattern may be lost and a new one takes its 
place. The particular state of the individual 
at the time may determine to an extent the 
type of autonomic response. We have ac- 
cumulated evidence to show that psychiatric 
changes of clinical proportions are usually 
accompanied by definite changes in auto- 
nomic activity. At the present stage of our 


knowledge, unfortunately, we have no clue 
as to whether the autonomic patterns of re- 
sponse represent primarily inborn reactions, 
learned-acquired forms of adjustment, or 
both. We believe experimental work of this 
nature in children may help to clarify the 
problem. 

(3) The correlation between patterns of 
autonomic response and conventional clinical 
entities is, in our opinion, remarkable in 
view of the vague definition of some of our 
diagnostic categories. We believe that better 
correlations would result if the clinical forms 
were more strictly defined. Striking uni- 
formity in autonomic patterns was noted in 
a group of patients labeled psychopathic per- 
sonality who were carefully selected before- 
hand for outstanding traits of expressed hos- 
tility and aggression, and for their callous 
anzsthetic social attitudes. 

The findings are significant insofar as 
they imply that behavior is the response of 
the total organism, and that predisposition to 
react in a given way is dependent not only 
upon special attitudes and psychological set 
but also upon specific autonomic capabilities. 
As Gellhorn(6) has pointed out in his ex- 
periments with schizophrenic patients, and 
in contradistinction to what was implied in 
Cannon’s experiments with cats, the human 
organism, particularly the sick human or- 
ganism, is often inclined to meet emergencies 
in atypical or unfavorable ways, often call- 
ing upon one division of the vegetative ner- 
vous system where perhaps another would 
better serve the purpose. 

(4) These studies throw some light upon 
the important phenomenon of 
anxiety, the physiological components of 
which have been partly elucidated by I inde- 
mann and Finesinger, but otherwise have 
escaped successful dissection. Some patients 
clearly express anxiety primarily through 
the sympathetic pathways; some through 
parasympathetic pathways, and some through 
both systems. There is yet another group 


universal 


of patients who are generally accepted as 
suffering from “anxiety” but who do not 
recognize any familiar symptoms of their 
anxiety when experimental are 
placed upon the autonomic nervous system. 


stresses 


These patients obviously suffer from a dis- 
order quite different from other groups. 
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Our experiments open the door to a clas- 
sification of anxiety based upon whether or 
not that anxiety is subject to experimental 
reproduction, and if so, by what specific type 
of pharmacological stimulation. Such a clas- 
sification may be of therapeutic and prog- 
nostic value. Our experiments, for example, 
show that certain forms of anxiety are 
relieved by  electro-convulsive treatment, 
whereas other forms are definitely refrac- 
tory (see following paper).° With the 
knowledge that anxiety may take several 
forms, we have been able through careful 
history taking to recognize different physi- 
ological types of anxiety and to predict in 
advance the manner in which anxiety may 
be artificially precipitated and the probable 
results of electric shock. 

A question which the reader will inevit- 
ably raise is in what manner drugs which 
promote the somatic components of anxiety 
can light up the subjective psychological 
manifestations of anxiety. This is a particu- 
larly cogent question since the drugs used 
are usually said to have relatively little 
“cephalotropic” action. Furthermore, it can 
be stated with certainty that stimulating the 
peripheral autonomic system does not evoke 
subjective anxiety in all patients but for the 
most part only in those who have been suf- 
fering from pathological anxiety—who are, 
in fact, anxiety neurotics. 

Our reply to this interesting problem is 
the hypothesis that, in the individual who 
suffers from anxiety, awakening the somatic 
manifestations in intense form recalls the 
subjective components which are closely as- 
sociated thereto in experience and in condi- 
tioning. What other direct link exists be- 
tween the two remains a mystery. However, 
it would seem that the physiological and psy- 
chological are different aspects of the same 
things, as they seem to fit closely together 
like a hand in a glove. 


SUMMARY 


(1) The physiological and psychological 
responses following intravenous saline, in- 
travenous epinephrine, and intramuscular 
mecholyl (B methyl acetyl choline) given on 
successive days were correlated with clinical 


5 To appear in August issue of this JouRNAL. 


findings in 100 neuropsychiatric patients and 
15 controls. Careful attention was given to 
the changes in the systolic blood pressure 
produced by the drugs and all the results 
were graphed. 

(2) Seven varieties of systolic blood pres- 
sure graphs were obtained and are described 
in detail. 

(3) In general a reciprocal relationship 
prevailed between the immediate blood pres- 
sure rise with epinephrine, and the immediate 
fall in blood pressure with mecholyl; 1.e., 
the greater the rise with epinephrine, the 
less the fall with mecholyl, and vice versa. 

(4) In general, a direct relationship pre- 
vailed between the immediate blood pressure 
rise with epinephrine, and the delayed (com- 
pensatory) rise above the pre-injection level 
with mecholyl, i.e., the greater the blood 
pressure rise with epinephrine, the greater 
the delayed rise above the pre-injection level 
with mecholyl. 

(5) Two varieties of response deserve 
special consideration : 

(a) In one group of cases, mostly cases 
of agitated depression (involutional psy- 
chosis), a marked elevation of blood pres- 
sure occurred with epinephrine and a large 
immediate drop with mecholyl; with the lat- 
ter drug, blood pressure remained depressed 
below the normal level throughout the 25- 
minute period of study—that is, homeostasis 
was not reestablished. This type of response 
is a distinct exception to (3) and (4). 

(b) In another group of cases, the mech- 
olyl response was dramatically featured by 
a frank chill occurring 11-23 minutes after 
injection of the drug. 

(6) Correlation of the autonomic pattern 
of response (as shown by graphs of systolic 
blood pressure) with clinical pictures re- 
vealed : 

(a) A definite difference between neuro- 
psychiatric patients and controls. Most con- 
trols showed a moderate response to the 
drugs with early tendency to reestablish 
homeostasis. Most of the neuropsychiatric 
patients, on the other hand, showed either 
exaggerated or weak responses to the drugs, 
often with deficient capacity to re-establish 
homeostasis. 

(b) Aggressive hostile patients bearing 
the diagnosis psychopathic personality 


clue 

f re- 

ON 

of 

of 

le- 
nts 

gh 

gh 
gh 

as 

ot 

re 

| 


28 PSYCHOPHYSIOLOGICAIL STUDY OF MENTALLY ILL PATIENTS 


showed a marked blood pressure response 
to epinephrine (increased sympathetic reac- 
tivity) and a minimal response to mecholyl. 

(c) Patients with agitated depression, 
bearing the diagnosis involutional psychosis, 
showed a marked blood pressure response 
to both epinephrine and mecholyl—but nota- 
ble relaxation of anxiety, apprehension, and 
tremors was noted after mecholyl. 

(7) In many neurotic patients with a his- 
tory of anxiety attacks, it was possible to 
precipitate anxiety, typical for the individual, 
by injection of autonomic drugs. Three 
groups of patients could be defined accord- 
ing to the type reaction: 

(a) Patients in whom typical anxiety at- 
tacks could be precipitated only by epi- 
nephrine. 

(b) Patients in whom typical anxiety at- 
tacks could be precipitated only by mecholyl. 

(c) Patients in whom typical anxiety at- 
tacks could be precipitated either by epi- 
nephrine or mecholyl. 

(8) The significance of these results is 
discussed in terms of 

(a) The relationship between clinical pic- 
ture and pattern of response to autonomic 
drugs. 

(b) The possibility of a physiological clas- 
sification of anxiety. 
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TWIN STUDIES ON SENESCENCE * 


FRANZ J. KALLMANN, M.D., ann GERHARD SANDER, Pu. D. 
New York, N. Y. 


As a human problem of general interest, 
senescence equals or probably surpasses the 
weather. Both phenomena seem so powerful 
in their dynamic effects upon life that—to 
paraphrase Charles D. Warner’s reflective 
statement—very few persons are inclined to 
do anything about them. On account of 
undesirable connotations of decrepitude and 
death, some people are even reluctant to 
talk about aging. 

It is not disputed, however, that of the 
many basic secrets of human life processes 
the vicissitudes of senility continue to be 
one of the most perplexing biological chal- 
lenges. It is also certain that the scores of 
social, economic, and psychiatric problems 
associated with old age have been multiplied 
by the progressive increase in man’s average 
life span. One may remember that by 1980 
probably one-half of our population will con- 
sist of persons over 45 years of age. 

Since not only the times of onset and 
completion, but also the localization and 
severity, of senile manifestations appear to 
vary considerably from man to man, an in- 
tricate interaction of genetic and environ- 
mental influences may be assumed to be at 
work. The apparent complexity of this inter- 
play requires investigation under experiment- 
like, but mankind-specific conditions. The 
method of choice for such an inquiry is the 
study of an unselected and statistically repre- 
sentative sample of twin pairs and their 
sibships (twin family method). 

In applying this method to problems of 
aging, it is advisable, because of organiza- 
tional and economic limitations, to set out 
with a collection of twins with nearly com- 
pleted life histories. There is no reason to 
believe that twins have a shorter life span 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

Preliminary report on a survey conducted by 
the Department of Medical Genetics of the New 
York State Psychiatric Institute, Columbia Univer- 
sity, New York 32, New York, with a grant-in-aid 
received from The Rockefeller Foundation. 


than the average single-born person, or ge- 
neticists a longer one; nor could one hope 
for the availability of sufficient funds to main- 
tain such an extensive study over a neriod 
of several generations. In the organization 
of our survey it was decided, therefore, to 
adopt survival up to the age of 60 and resi- 
dence in the state of New York or some 
closely adjacent areas as the main criteria 
for selecting twin index cases. 

In order to assure a maximum degree of 
universality and completeness, our study has 
been arranged in such a manner that it in- 
cludes institutionalized twin residents over 
60 years of age as well as those aged twins 
who live outside of institutions and receive 
no old age assistance. All of them are being 
seen at regular intervals so that they can 
be observed until the end of their lives. Their 
cooperation has been beyond expectation, 
largely in response to the very active sup- 
port * rendered not only by a great number 
of health and welfare agencies, hospitals and 
homes for the aged, but also by news services, 
local radio stations, and the general public. 

With the aid of this cooperative organiza- 
tion it was possible during the first 3 years 
of the survey, that is, until January 1948, 
to collect a total of 1,602 senescent twin 
index cases (Table 1). Most of them are 
still alive, including 431 pairs of whom both 
partners survived. The oldest living twin 
has reached an age of 102 years, while the 
oldest pair is at present 95 years old. 

In the absence of actual census figures it 
is practically impossible to obtain a correct 
estimate of the expected total number of 
twins in the aged population of the state of 
New York. There are no data available either 
on the survival rate of twins in different age 


2 We are especially indebted to the Commissioners 
of the New York State Departments of Mental Hy- 
giene, Health and Social Welfare and of the New 
York City Departments of Welfare, Health, and 
Hospitals, to the Welfare Council of New York 
City, and to the heads and professional staffs of 
the many state, county, and private agencies and 
institutions cooperating in the study. 
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groups or on the multiple birth rates for the 
foreign-born population groups of the state. 
If all senescent twin pairs in the state were 
born in countries with about the same fre- 
quency of twinning (11.4 per 1,000 total 
deliveries or one out of every 87 deliveries) 
and jointly had the same life expectancy as 
have single-born persons, there should be 
more than 20,000 twin persons who are 65 
years and over, since the total population 
of the state in this age group amounted to 
1,021,862 persons in 1945 (66th annual re- 
port of the New York State Department of 


[ July 
The powerful trend toward a final excess of 
females over males, which reverses the orig- 
inal sex ratio existing at birth (100 females 
to 106 males), apparently reflects either the 
consequence or the illusiveness of the popular 
notion that this is still a man’s world. 

The ratio of one-egg to two-egg pairs in 
our sample is 237 :548, which means that the 
proportion of one-egg pairs is about 30%. 
This rate exceeds slightly that found by 
Weinberg for the proportion of monozygotic 
born in the United States between 
1890 and 1900 (25.6%), but it is below the 


twins 


TABLE 1 


PRESENT AGE DISTRIBUTION OF SENESCENT TWIN 


INDEX CASES STUDIED 


(Over 60 Years in January 1948) 


3oth twins deceased 
(age group reter One twin deceas 
ring to) QT 
Both First- Las - —— \ll senescent 
twins deceased ecease Decease Livi twin index 
living twin twin twin twin cases studied 
482 29 26 89 145 771 
265 27 13 59 155 540 
II5 19 SI IS 82 282 
862 75 120 163 382 1602 
2 


RESIDENCE, ZYGOCITY, AND SEX DISTRIBUTION OF SENESCENT TWIN INDEX Patrs STUDIED 


All twin 
index cases 

Residence at time i Total 
of first examination Male Female number 
gI 135 226 
Homes for the aged... 46 5I 97 
General population.... 560 719 1279 
697 905 1602 


Health). However, this maximum twin esti- 
mate is much too high for various reasons, 
not the least because of the excessive still- 
birth and neonatal mortality rates of twins 
at the time when the present aged twin gen- 
eration was born. 

The sex distribution of our index cases 
(Table 2) shows a ratio of 697 males to 905 
females for the entire sample, and a ratio 
of 464:584 for those twins who resided out- 
side of institutions in the State of New York. 
This distribution is fully in accordance with 
statistical expectation, since the correspond- 
ing sex ratio for the total New York State 
population over 65 years of age is 478:570. 


All twin index pairs 


Dizygotic, sexed or 
Monozygotic same-sexed unclassified 
— is to zy- index 
Male Female Male Female gocity pairs 
18 20 23 13 106 210 
6 8 4 II 61 90 
82 103 79 121 248 633 
106 131 106 175 415 033 


proportion observed by Yerushalmy and 
Sheerar in a study of all twins born in New 
York State in 1936 and 1937 (32.6%). Once 
again, we have no way of estimating the 
respective numbers of monozygotic and dizy- 
gotic twins to be expected in older age 
groups. There is nothing to indicate, how- 
ever, that the collected sample of senescent 
twin index cases is not truly representative 
from a statistical standpoint. 

For the purpose of comparing the varying 
degrees of similarity in the histories and 
senile manifestations of the 2 twin groups, 
the first objectives of the present analysis 
have been limited to a few particularly char- 
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acteristic features. This selection has been 
necessary not only because of the abundance 
of accumulated material, but also because in 
92% of the index pairs the life history has 
not yet been completed by one or both mem- 
bers. All the available data serve to show, 
however, that the genetically determined like- 
nesses of monozygotic twin partners have a 
tendency to persist throughout life, and in 
many instances are able to remain expressed 
during senescence to a remarkable degree. 
The similarities extend to physique and per- 
sonality development, as well as to important 
aspects of the social, occupational, and re- 


productive histories, to the onset and type} 
of senile psychopathology, and to length of } 
life in general. With regard to certain basic} 


elements which apparently control the vari-} 


ability of these phenomena, the extent of 


correspondence observed in one-egg pairs is! 


apt to exceed by far that of iwo-egg pairs. 
The permanence in the p/ysical likenesses 
of monozygotic pairs is often so striking that 
twin partners may be practically as indis- 
tinguishable in various stages of senescence 
as they had been in childhood or in their 
earlier years of maturity (Fig. 1). The 
similarities usually include the degree of gen- 
eral enfeeblement or its absence, the graying 
and thinning of the hair, the configuration of 
baldness and senile wrinkle formation, and 
the type and extent of eye, ear, and teeth de- 
ficiencies (gerontoxon, senile cataract). Sig- 
nificant differences in these physical symp- 
toms of aging are the exception in mono- 
zygotic pairs, while they are the rule and 
generally more pronounced in dizygotic pairs. 
The elderly twin sisters shown in Fig. 2 
would have been unable at any age to at- 
tain a state of equally youthful appearance, 
even if they had employed the services of the 
same and most competent beautician. 
The tendency of one-egg twins to remain 
physically alike while advancing toward the 
end stage of senium is frequently expressed 
against the potential effect of modifying in- 
fluences arising from entirely different en- 
vironments. The differences in the life his- 
tories of the E. twins (Fig. 3) were those 
between a married country doctor who had 
a large family and for over 50 years practiced 
medicine in the state of New York, and a 
Western rancher who never married but was 


successful in breeding stock. Nevertheless, 
when the twin brothers met after many 
decades of separation, they were found to 
have resisted the development of complete 
baldness with approximately the same re- 
sidual amount of hair. 

That genetically determine likenesses of 
physique may withstand both age and envi- 
ronmental diversity seems illustrated equally 
well by the F. twins (Fig. 4), who, at the 
age of 95, are currently the oldest surviving 
pair in our survey. Their disparities of the 
past are collectively reflected in the rather 
interesting fact that one twin speaks English 
fluently and the other not at all, although 
both have been in this country for over 60 
years. By visual means, however, it is still 
very difficult to tell them apart. Even their 
roentgenograms of the chest (Dr. L. Collins) 
are so similar in configuration that they 
could almost be superimposed (Fig. 5), and 
their EEGs (Dr. M. Harris) resemble each 
other to such an extent, at least in the three 
limb leads, that they are practically inter- 
changeable (Fig. 6). Roentgenographically, 
the main difference is that only Harry F. 
shows calcification in the aortic knob and 
a diffuse shadow in the posterior medial half 
of the right base. The same twin reveals 
a distinctive electrocardiographic abnormality 
in the CF, chest lead, which is characterized 
by an M-shaped ORS complex, a voltage 
of only 4 mm and an inverted T wave. The 
size and shape of the hearts are essentially 
alike. 

In another senescent one-egg pair (Fig. 7) 
it was impossible to procure a photograph 
taken at an advanced age, but it is notable 
that these twin sisters developed very similar 
senile psychoses despite significant differences 
in their social and marital histories. In ad- 
dition, the clinical developments paralleled 
each other to such an extent that both be- 
came totally blind and deaf in the same 
month, that they sustained massive cerebral 
hemorrhages on the same day, and that they 
were only 5 days apart at the time of death 
shortly before their eighty-sixth birthday. 

With respect to mental changes associated 
with senescence, the emphasis of our study 
has been on the procurement of psychometric 
evidence for the presence or absence of 
genetically controlled variations in the human 
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tendency, or resistance to the tendency, to 
deteriorate intellectually in relation to chro- 
nologically advancing age. Since standard- 
ized intelligence tests were not available for 
persons over 60 years of age, the psycho- 
metric procedure was arranged in such a 
manner as to provide consecutive records 
of intra-pair differences in measurable in- 
tellectual abilities. In selecting the tests, the 
choice was made on the basis of their ap- 
plicability to mental faculties, which were 
known to decline with age at a different rate 
of progression and could be expected to be 
testable with a sufficient degree of accuracy 
in persons easily fatigued on account of their 
age. Accordingly, the testing procedure was 
synthesized * from various standard intelli- 
gence tests used for adults; namely, the 


from the level of public school education in 
rural districts to those of professional groups. 

Because of the obviously still insufficient 
number of male test pairs, the present com- 
parison by means of Fisher’s analysis of 
variance was limited to female pairs. In 
the continuation of this work, every effort 
will be made to equalize the test groups for 
the two sexes, although there has been no 
indication that psychometric variatioris in 
aging male twins might follow a different 
pattern. 

In the tabulation of the female test results 
(Table 3), the mean scores are given as well 
as the intra-pair differences. With respect 
to the mean scores it is interesting to note 
that all of them are within the limits of 
normal expectation and practically alike for 


TABLE 3 


COMPARATIVE PSYCHOMETRIC FINDINGS IN FEMALE TWIN INDEX PArrs 


Mean test 

scores 

Mono- Dizy- 
zygotic gotic 

Type of test test cases _— test cases 

29.5 27.0 
Memory for digits......... 9.9 9.8 
Digit symbol substitution... 33.5 30.5 
Motor coordination ....... 68.3 68.4 


Wechsler-Bellevue Test, the Cornell-Coxe 
Performance Ability Scale, the Directions 
Test of Bronson Price, and the Terman and 
Merrill Revision of the Stanford-Binet Test. 

Since this psychometric program calls for 
a comparative analysis on a long-range basis, 
our test series includes only same-sexed and 
noninstitutionalized twin partners who were 
able and willing to cooperate to the extent 
of submitting to repeated and rather tedious 
mental examinations. In the first test round, 
as recorded in Table 3, these requirements 
were met by 77 index pairs. Most of them 
(51 pairs) were female, and over one-half 
(46 pairs) were monozygotic. The ages of 
the female pairs ranged from 60 to 87 years, 
while the educational backgrounds varied 


3In collaboration with Miss Lissy Feingold who 
is administering the tests and, later on, will report 
on their results in more detail. 


Intra-pair score differences 


Mono- Dizy- 

zygotic gotic 

pairs pairs 

Standard Standard 
Mean error Mean error 
2.0 0.33 4.5 1.03 
1.6 0.09 6.5 1.85 
1.2 0.14 2.0 0.45 
4.4 0.84 9.5 2.15 
2.5 0.49 3.8 0.82 
12.4 1.02 14.5 2.64 
the 2 twin groups. There is no reason to 


believe, therefore, that with regard to in- 
telligence or general vitality or any other 
aspect of biological development, a twin de- 
rived from only one-half of a fertilized ovum 
might tend to be inferior either to a two-egg 
twin or to the average single-born person. 
Geriatrically it is of more obvious im- 
portance that 4 of the 6 test methods used 
(vocabulary, Kohs’ blocks, digit span, and 
digit symbol substitution) render mean intra- 
pair differences between the 2 members of 
index pairs, which are definitely smaller for 
monozygotic than for dizygotic pairs. The 
differences observed are statistically signifi- 
cant at the 1% level of confidence, which 
means that they would occur by chance only 
in one out of 100 comparable samples. The 
intellectual performances measured by the 
4 tests are either assumed to be related to 
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Fic. 1.—The D. twins at the ages of 5, 20, 55, and 86. 
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2.—Dizygotic twin sisters at age 8o. 
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PLATE 3 


tc. 3—The E. twins at age 73. 


Fic. 4—The F. twins at the age of 95. 
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Fic. 5.—Chest X-rays of the F. twins at ag 
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“1G. 6.—Electrocardiograms of the F. twins at age 
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specific abilities such as retentiveness (digit 
span), or known to correlate highly with 
general intelligence. Both types of perform- 
ance are generally expected to decline dif- 
ferentially with age, although the same is 
true for the scores of the other 2 test methods 
(tapping and similarities), which show no 
significant differences between the 
groups of our test series. 

The inference to be drawn from these test 
results is that certain intellectual abilities 
depend on genetically produced potentialities, 
which in their measurable effects remain vari- 
able from man to man until senescence. 
Eventually, our total scale of psychometric 
comparisons will make it possible to analyze 
variations in the tendency to senile deteriora- 
tion in relation to both constitutional and 
environmental influences. 

In this final analysis, particular attention 


2 twin 


in male pairs. In addition, however, both 
sexes show definite differences between mo- 
nozygotic and dizygotic groups with regard 
to the proportion of celibate pairs. The 
respective percentages range from 2.9 for 
dizygotic male pairs to 20.0 for monozygotic 
female pairs. The explanation of this notable 
finding may be seen in an interaction of 
special psychological factors prevalent in 
intra-pair twin relationships and of the part 
played by heredity in personality develop- 
ment, as far as it affects the individual at- 
titude toward marriage. 

Regarding the rates of reproductiveness 
in married index pairs of the same sex, the 
main interest is attached to the rather un- 
expected observation that it happened almost 
twice as often in monozygotic as in dizygotic 
male pairs that one partner had children, 
while the other did not (38.2 and 19.9%, 


TABLE 4 


MARITAL AND REPRODUCTIVE HISTORIES OF TWIN INDEX PAIRS 


Marital status in 


per cent 
A... 
: Both One Both 

Same-sexed pairs single married married 
Male monozygotic 113 11.3 77.4 
Male dizygotic ....... 2.9 17.2 80.0 
Female monozygotic .. 20.0 16.7 63.3 
Female dizygotic ...... 11.0 16.5 72.5 


will be given to a search for informative 
correlations with the results of biological 
phenomena, which may have operated in the 
life histories of our index pairs with regard 
to occupational and mate selection, philo- 
progenitiveness, and survival. Prior to such 
an inquiry it seems advisable, however, to 
resolve a number of other biological problems 
related to the marital and reproductive his- 
tories of our twin pairs. The respective 
data are compiled in Table 4 for all index 
pairs over 60 for whom adequate information 
is available about the total fertility of their 
marriages. 

A comparison of the marriage rates for 
same-sexed index pairs reveals no significant 
inter-group differences, except for the pro- 
portions of pairs in which both members 
remained single beyond their reproductive 
period. It would seem to be in accordance 
with expectation that concordance as to celi- 
bacy is found more frequently in female than 

2 


Marital reproductiveness Average marital 


in per cent reproductivity 
One Both Intra- 
Both procre- procre- Fertility air 
childless ative ative rate difference 
3.6 38.2 58.2 3.25 1.56 
14.6 19.9 65.5 3.67 2.22 
7.0 22.8 70.2 3.68 1.74 
5.1 31.6 63.3 3.93 2.73 


respectively). The difference is established 
for a 5% level of confidence and reminds one 
of the old superstition that one of identical 
twin brothers is doomed to be sterile. This 
belief is still quite popular, especially in the 
surroundings of childless twins, and has been 
related to the occurrence of freemartins in 
cattle (Newman). We are inclined to explain 
the relatively high discordance rate of re- 
productiveness in monozygotic male twin 
pairs on a psychological rather than a biolog- 
ical basis. There is reason to believe that 
marital disharmony is particularly common 
in this category of twins, since many wives 
of monozygotic twin brothers complain of 
being unable to overcome the unusually close 
relationship between their husbands. Ap- 
parently, such prolonged marital conflicts are 
not conducive to philoprogenitiveness. 

Of more general importance is the evidence 
of definite intra-pair differences in the num- 
ber of children produced by married twin 


34 TWIN STUDIES ON SENESCENCE [ July 


pairs concordant as to reproductiveness. The 
mean differences between monozygotic and 
dizygotic groups vary from 1.56 to 2.22 in 
the male pairs, and from 1.74 to 2.73 in the 
female pairs (Table 4). This result is not 
too difficult to explain with regard to female 
twin mates, in whom one might expect some 
influence of genetically controlled person- 
ality traits upon reproductivity. However, 
it certainly is surprising to discover indica- 
tions of similar influences in the male sex. 
If confirmed, this finding would contradict 
the popular notion that the female partner 
is the chief determining factor in the regu- 
lation of family size. 

Beyond question, all the problems relating 
to human reproduction are highly complex 
and still in need of more thorough investi- 
gations on larger samples. The same is true 
concerning one of the most essential biologi- 


TAE 


INTRA-PAIR DIFFERENCES IN THE | 


dizygotic pairs as it is for monozygotic pairs. 
The total mean difference amounts to 36.9 
months in the monozygotic group, to 78.3 
months in the same-sexed dizygotic group, 
and to 126.6 months for all dizygotic pairs of 
opposite sex. Incidentally, the histories of 
the monozygotic group include one pair whose 
2 members died the same day of similar 
natural causes at age 86, in addition to 2 
pairs whose partners died only 5 and 25 days 
apart at the ages of 85 and 60, respectively, 
while there is no pair in the dizygotic group 
with a difference of less than 3 months. 
The difference between monozygotic and 
same-sexed dizygotic pairs is approximately 
the same for the two sexes and is statistically 
significant at the 5% level of confidence. 
Unquestionably, if the differential trend con- 
tinues at the present rate or possibly increases 
with the progress of the study, it would con- 


FE SPAN OF DECEASED INDEX PAIRS 


Average intra-pair differences in longevity, expressed in months of life 


Age group referring Monozygotic pairs 
A... 


to first-deceased r 
twin partner Male Female Total 
All pairs over 60.. 47.6 29.4 36.9 


cal aspects of senescence, that of longevity. 
On account of the observational long-range 
objectives of our study, the present analysis 
of intra-pair differences in the life span of 
index pairs (Table 5) is based only on the 
histories of 58 pairs, of whom both members 
have already died of natural causes in the 
age group over 60. If it is correct to hypo- 
thesize that the capacity for longevity may 
primarily depend upon heredity, a compar- 
ison of the life spans of monozygotic and 
dizygotic index pairs cannot yield more than 
minimum differences at this point. The ob- 
vious expectation would be that our dizygotic 
groups with still incomplete histories include 
the largest proportions of index pairs in 
whom only one member has been capable oi 
surviving. 

In view of this reservation it is certainly 
impressive that the present discrepancy in 
the life spans of the two members of same- 
sexed pairs is about twice as large for 


Dizygotic pairs of 

the same sex 
- — Opposite-sexed 
Male Female i 


Total pairs 
107.9 88.7 103.1 100.7 
890.1 61.3 78.3 126.6 


clusively confirm the essentiality of genetic 
factors with respect to longevity. The bio- 
logical implication would be that, within the 
genetically controlled limits of variability, 
human life can be lengthened or shortened 
by outside factors and the degree of efficiency 
in utilizing constitutional potentialities, while 
it cannot be prolonged beyond the present 
boundaries of man’s vital capacity. 

In reflecting upon possible genetic ways 
of extending the limits of the current human 
life span, it is necessary to bear in mind that, 
from a biological standpoint, the concept of 
senescence denotes successful survival beyond 
the physiological age of creativeness and 
reproductivity. Evidently, human life is as 
long and its senium as late as they are, 
because man must have an opportunity to 
contribute to the preservation of humanity 
before he can grow old and die, and because 
he must mature intellectually before he can 
be creative and procreative. 
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Using intellectual maturation and sexual 
reproductivity as the most specific points of 
reference for survival up to old age, we are 
inclined to believe that future generations 
of man may tend to respond to a general 
extension of their intellectual and sexual 
maturation periods with a gradual increase 
in longevity. Unfortunately, no adequate 
information is as yet available on the biolog- 
ical relationships between age at pubescence 
and significant variations in the length of 
life. On the basis of our twin observations 
it is no longer questionable, however, that 
heredity and constitution play a basic role 
in determining the variable ability to maintain 
a state of physical and mental health until 
and through the period of senescence. 

Psychologically it is certain that satisfac- 
tory adjustment to aging can be attained only 
if the biological facts of life are clearly under- 
stood, and their acceptance is woven into a 
plain design of living. In a human world, 
old age is a comparative classification of 
vital efficiency and as relative in its definitions 
as is the faculty of being alive or the quality 
of being human. 


SUMMARY 


1. By means of the twin family method 
and up to the end of 1947, a representative 
sample of 1,602 twin index cases over 60 
years of age was collected from both the 
general and institutionalized populations of 
the state of New York, in order to study 
the biological, social, and psychiatric prob- 
lems of senescence under experiment-like, 
but mankind-specific conditions. The study 
was organized in such a way that complete 
life histories can be obtained for the purpose 
of analyzing the differences observed between 
one-egg and two-egg twin groups with regard 
to length of life, senile manifestations, and 
causes of death. 

2. The random sampling of the series of 
aged twins included in this preliminary anal- 
ysis is indicated not only by the sex distri- 
bution of the index cases (697 males to 905 
females), but also by the obtained ratio of 
monozygotic to dizygotic pairs (237 to 548). 

3. Many basic elements in the physical 
and psychological similarities of one-egg twin 
partners have a tendency to persist through- 


out life and definitely exceed those found 
in two-egg pairs, frequently withstanding ad- 
vancing age as well as significant environ- 
mental diversity. Intellectual abilities have 
also been shown psychometrically to depend 
on genetically produced potentialities, which 
in their measurable effects remain variable 
from man to man until senescence. 

4. Married one-egg twin partners of either 
sex differ less in their rates of reproductivity 
than do same-sexed dizygotic twin pairs. 
This finding disagrees with the popular no- 
tion that the female partner is the chief de- 
termining factor in the regulation of family 
size. 

5. In comparing the life spans of same- 
sexed twins, the average intra-pair difference 
of monozygotic pairs has been found to be 
only one-half that of dizygotic pairs, indi- 
cating the significance of genetic factors in 
longevity. The total mean difference is 36.9 
months in the monozygotic group, and 78.3 
months in the same-sexed dizygotic group. 

6. The biology of senescence cannot be 
clearly understood without reference to life 
itself in terms of the variable capacity for 
survival. 
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EVALUATION OF A PSYCHIATRIC SCREENING TEST 


CorNELL Worp Form-1* 


GEORGE SASLOW, M.D., ann FRANK O. SHOBE, M.D. 
Saint Louis, Mo. 


During the recent war, various mass psy- 
chiatric screening tests were tried. Some of 
these seemed satisfactory in relation to mili- 
tary operationa! criteria. Wolff(1) has sum- 
marized well important uses to which mass 
screening tests of definable effectiveness 
could be put in civilian life. However, the 
effectiveness in civilian life of tests used 
with military personnel cannot be assumed 
to be known prior to evaluation with civilian 
psychiatric patients. Such an evaluation of 
a military screening test is reported here. 


MATERIAL AND METHOD 


1. Cornell Word Form-1.—Preliminary 
trials with other screening tests led to a 
choice of this one as most likely to be worth 
intensive study(2, 3). Of the scoring meth- 
ods described originally, only the 2 following 
were used in this study: Method A, a scor- 
ing level of 9, or more, significant responses ; 
Method B, a scoring level of 5, or more, sig- 
nificant responses. 

2. The Population Studied.—This con- 
sisted of 2,782 subjects, grouped as de- 
scribed below. 

3. Personnel—Some psychiatrically 
trained and regularly supervised workers 
participated in this study. 


RESULTS 


Category A.—This consisted of 373 sub- 
jects. All were studied thoroughly medically 
(including psychiatrically) for as long a 
time as necessary to decide if they met the 
criterion of “psychiatric illness.” This cri- 
terion was the operational one that the pa- 
tient be sufficiently disabled by dysfunctions 
of psychogenic nature to require, to have 
started, or to be undergoing psychiatric treat- 
ment at the time the test was taken. 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 


In addition, their test scores were consid- 
ered here only if the further criterion was 
met that their personality disorder was, if 
of other origin, not related to accepted, de- 
finable, and demonstrable nonpsychogenic 
etiological factors (histogenic, chemogenic, 
etc.), so that patients with schizophrenia, 
mania, or other psychosis of unknown origin 
could be included. 

Category A is then a patient population, 
100% of which is psychiatrically ill. A per- 
fect screening test would detect 100% of 
this population, and would have 0% false 
positives if a population containing persons 
with and persons without psychiatric illness 
were screened. 

Separate study was made of several classes 
in category A. These were: 

I. Hospitalized psychiatric patients: Pa- 
tients requiring treatment on McMillan 
Hospital psychiatric service. Most of these 
were diagnosed as having psychoses; a few 
had severe psychoneurosis. 

II. Nonhospitalized psychiatric patients: 
These patients fell into the several subclasses 
below : 

IIa. Patients from a clinic for psychoso- 
matic medicine (Medicine D) in the Wash- 
ington University Clinics. 

IIb. Patients from Barnes Hospital, St. 
Louis Maternity Hospital, and allied hospi- 
tals (all services) referred to the authors 
for psychiatric consultation, study, and treat- 
ment. 

IIc. Patients with the status of ambula- 
tory private patients, 1. e., capable of paying 
full fees for psychiatric treatment by one 
of us (G. S.). 

IIld. Patients who were ambulatory, and 
students in various divisions of Washington 
University, excluding the medical school. 
These were referred to the authors by the 
University Health Service, for psychiatric 
study and treatment. 

IIe. Patients who were medical students, 
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referred to one of us (G. S.) by the Uni- 
versity Health Service. 

The patients in the various classes of cate- 
gory A differed from each other in a number 
of respects, summarized in Table 1. 

Occupational classification of the various 
classes in category A according to the Good- 
enough classification(4) may be summarized 
as follows: 90% of the 49 men in classes | 
(McMillan Hospital patients) and IIc. (pri- 


the larger number of housewives (the latter 
classified according to occupation of hus- 
band) were similarly classified, the percent-- 
ages given above were again obtained, with 
trivial modification. 

Table 2 shows the distribution of the test 
scores in the various patient classes of 
category A. 

Except for the medical students, the per- 
centages of the various classes identified at 


TABLE 1 
PATIENTS IN CATEGORY A 
Education 

Age composition Sex Collese 

c An —-- — 8 grades H. S. and 1 year 

17-44 years 45 + years Male Female or less H. S. grads. or more 

Class N N % N % N % V N % N % N % 
MEL Saar 57 46 81 II 19 18 32 39 68 5 ( 30 53 22 30 
i 104 82 79 22 21 27 26 77 74 14 42 50 48 10 10 
| ees 74 48 65 26 35 2: 31 51 69 40 54 28 38 6 8 
Se 77 63 82 14 18 31 40 10 60 7 9 20 26 50 65 
25 25 100 O Oo 19 70 6 24 oO O oO oO 25 100 
36 36 100 fe) 28 78 8 22 36 100 
Totals . 373 300 80 73 20 39 27 61 06 26 34. +149 40 
TABLE 2 
DISTRIBUTION OF TEST SCORES IN THE VARIOUS PATIENT CLASSES OF CATEGORY A 
Score on Word Form-1 
(Number of significant responses) 
Total 

Class N N % N % N % 
57 25 44 32 56 II 19 
IIa. Medicine D clinic (outpatients)........... 104 48 46 56 54 18 17 
IIb. Barnes and allied hospitals (inpatients).... 74 33 45 41 55 16 22 
IIc. Private patients—ambulatory ............. 77 40 52 37 48 17 22 
IId. University students, ambulatory........... 25 12 48 13 52 7 28 
All classes (exclusive of medical students)...... 337 158 47 179 53 69 20 


Note.—Occurrence of false ~ eo? (cases not identified by test score): 


a. All classes (exclusive o 
b. Medical students: 81%. 


medical students): 47%. 
vate ambulatory patients) had occupations 
listed in groups I (professional) and II 
(semiprofessional and managerial) ; the oc- 
cupations of the rest fell into the remaining 
groups (III-VII) of the Goodenough classi- 
fication. Of the 50 men in classes Ila. 
(Medicine D Clinic) and IIb. (Barnes 
Hospital) 95% had occupations listed in 
group III (clerical, skilled trades, retail busi- 
ness), V (semiskilled, minor clerical, and 
business) and VI (slightly skilled) ; the oc- 
cupations of the rest fell into groups I and 
II of the Goodenough classification. When 
the small number of employed women and 


scoring level 5 are all within +5% of the 
percentage identified of the entire 337. 

The percentage of false negatives among 
the medical students is strikingly large. If 
we pose the question, are the medical stu- 
dents typical of the classes in category A 
exclusive of medical students, we find by 
the x? test that the medical students must be 
considered as different from all the other 
classes (P<0.01). 

From the data in Table 2, it follows that 
certain factors in which classes I, IIa, IIb, 
IIc and IId differ appear to be irrelevant to 
the discriminatory effectiveness of the test. 
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These are occupational classification, the se- 
verity of the psychiatric illness (patients in 
class I being much more seriously ill than 
those in IIa, for example), and the socio- 
economic status (patients in classes I and 
IIc having a much higher status that those 
in classes Ila and IIb). 

The possible relevance of certain other 
factors to the discriminatory effectiveness 
of the test is considered below. 

Age and sex: Standardization of the test 
was originally on military personnel, which 


males is not significantly different from that 
of the females (P=0.7). If the categories 
0-4, 5-8, and 9+ are considered, the dis- 
tribution of test scores of the males is signifi- 
cantly different from that of the females 
(P<0.04). 

Educational Experience-—Table 4 shows 
the test scores of our sample of 337 patients 
(medical students excluded) in relation to 
educational experience. 

By the x? test, no significant difference in 
distribution of test scores was found when 


TABLE 3 
DISTRIBUTION OF Test ScorES IN RELATION TO AGE AND SEX 


(Category A) 


Score on Word Form-1 
= 


T 0-4 + 9+ 
otal A 
N N % N % N % 
Age, years 
Sex 
219 104 48 115 52 39 18 
MEE Ghivsuvadhsdhdwadhekedashenensebean 118 54 46 64 54 31 26 
Entire patient population, category A (exclud- 
TABLE 4 
DISTRIBUTION OF TEST ScoRES IN RELATION TO EDUCATIONAL EXPERIENCE 
(Category A) 
Score on Word Form-r 
T 0-4 s+ 9+ 
otal 
Schooling N N % N % N %o 
97 44 45 53 55 23 24 
127 59 46 68 54 23 18 
In college; or 1 year or more of college........ 113 56 50 57 50 23 20 
Total: entire patient population, category A (ex- 
cluding medical students) ...........0ccceeee 337 158 47 179 53 69 20 


is chiefly male and below age 45. Table 3 
shows the test scores of our sample of 337 
patients (medical students excluded) in rela- 
tion to age and sex. 

By the ,’ test, the distribution of test 
scores in the age group 45-72 is significantly 
different from that in age group 17-44 
(P<0.02), when the scoring categories 0-4 
and 5+ are considered. When the cate- 
gories 0-4, 5-8, and 9+ are considered, the 
distribution of test scores of the 2 age groups 
is significantly different (P<0.04). 

If the categories 0-4 and 5+ are consid- 
ered, the distribution of test scores of the 


(a) those with 8 grades or less were com- 
pared with those with 9-12 grades (P= 
0.30), (b) those with 8 grades were com- 
pared with those with college experience 
(P=0.55), and (c) those with 9-12 grades 
were compared with those with college ex- 
perience (P=0.55). 

Pattern of personality disorder: It may 
be that, despite the original careful standard- 
ization of the test, it is better at detecting 
certain patterns of psychiatric illness than 
others. Thus, Maslow has pointed out that 
most screening tests concentrate upon only 
2 or 3 of the 13 or 14 definable syndromes 
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related to psychiatrically significant degrees 
of psychological insecurity (5). 

We have therefore examined the possible 
relation of test effectiveness to pattern of 
personality disorder. Four frequent patterns 
of reaction (schizophrenia, depressive state, 
hysteria, psychosomatic disorder) were se- 
lected. Patients who had been labeled as 
showing ‘hese reactions were listed consecu- 
tively as they were studied, and their test 
scores tabulated. Table 5 shows the results 
of the tabulation. 

The differences in test effectiveness, in 


TABL 


Several experiences with medical students 
tested before and after psychiatric referral 
made plain that faking of the test is entirely 
possible. Whether such faking is more fre- 
quent in medical than in other students, or 
because of special premedical experience 
is only more often successful, is not known. 

Category B.—This consisted of 1,111! 
freshmen students at Washington University. 
These students were tested in order that we 
might discover if the test is completely er- 
ratic, 1. e., operates on the basis of identifica- 
tion by chance alone. The regular identifica- 


ES 


Test EFFECTIVENESS AND PATTERN OF REACTION 


(Category A) 


Score on Word Form-1 


= 5 9 + 
N % N % N 
13 43 17 57 9 30 
68 cI 64 49 20 Is 
23 37 39 63 20 2 
16 42 22 58 8 21 
30 2 4! 58 16 23 
158 47 179 53 69 20 


* “All others” includes anxiety state, obsessive-compulsive disorder, psychopathic personality, mixed psychoneurosis. 


Total 
Pattern N 
6. Entire patient population, category A (exlud- 
337 
TABL 
Test ScorEs IN A POPULATION WITH UNKNOWN 
Total 
Group N 
W. U. freshmen 1946 (category B)........... I,11I 
Similar group, known to be psychiatrically ill 


relation to pattern of personality disorder, 
are not large. By the x’ test, we investigated 
the possibility of a significant relationship 
between pattern of reaction and the distribu- 
tion of test scores. No significant relation- 
ship was found (P=0.3). 

A word is in order about the anomalous 
position of the medical students. They are a 
small group, yet differ conspicuously from a 
group of comparable size, the other uni- 
versity students (class IId). It is our im- 
pression that the medical student patients 
studied were distributed as to severity of psy- 
chiatric illness, in about the same way as 
patients in the other classes ; though severity 
of illness is admittedly difficult to appraise. 


E 6 
PERCENTAGE OF PSYCHIATRICALLY ILL PERSONS 


Score on Word Form-1 


— 


0-4 5+ 9+ 
y % & 
934 84 177 16 33 3 
26 44 33 56 14 24 


tion of approximately 50% of several sam- 
ples of known psychiatrically ill persons 
(Table 2) made it necessary to consider such 
a possibility. The students were examined 
medically, but not psychiatrically, by the 
University Health Service? in the fall of 
1946, and took the test as part of their initial 
health examination. They constitute a popu- 
lation with unknown frequency of psychiatric 
illness. 

Table 6 shows the distribution of the test 
scores in these 1,111 students. For compari- 
son, there are included the test scores of 


2We wish to thank Dr. Leo Wade, director of 
the Washington University Health Service, for his 
cooperation in enabling us to obtain these tests. 
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a sample of consecutively studied known 
psychiatric patients of category A who ap- 
proximate the characteristics of the students 
in category B in certain respects: ages 18-30, 
some college education, a minority (12) mar- 
ried. Medical students were left out of this 
comparison sample. 

It is clear that the test does not simply 
select approximately 50% of any population 
tested. By the x” test, the 2 sets of test 
scores are significantly different (P<0.o1). 

Category C.—Even if the test does not 
operate entirely by chance, one wonders if 
the figures 16%, identified at scoring level 
5, and 3%, identified at scoring level 9, 
have any relation to the results of other 
screening tests applied to similar populations. 
We had available the scores of 663 other 
freshmen students at Washington University 
who had taken Cornell Word Form-2, at 
their health examination in the fall of 1946. 
Word Form-2 differs from Word Form-1 
in 20 of the 80 items; the same scoring 
methods are recommended for both tests by 
the designers of the tests. 

Of the 663 students who took Word 
Form-2, 14% had scores of 5, or more, sig- 
nificant responses; 3% had scores of 9, or 
more, significant responses. 

A very different type of test, Maslow’s 
Security-Insecurity Index(5), identified 
about 15% of Brooklyn College students as 
probably severely maladjusted. At McGill 
University, Hanson(6) found that the Cor- 
nell Selectee Index, a direct-question test, 
identified 15% of 750 students as requiring 
psychiatric help. Brief psychiatric inier- 
views supported the test in about 90% of 
the instances. 

Thus several screening tests agree with 
Word Form-tr in identifying about 15% of 
an unselected college population as in need 
of further scrutiny for evidence of psychi- 
atric illness. 

Category D.—In addition to information 
concerning (a) the effectiveness of the test 
in identifying a known psychiatrically ill 
population and (b) the regularity with which 
the test identifies the presumably psychi- 
atrically ill in a population with unknown 
frequency of psychiatric illness, it is neces- 
sary to have information concerning the 
mistaken identification as psychiatrically ill 


of persons subsequently found not to be so, 
the false positives. The frequency with which 
such false positives occur was determined as 
follows. 

The Word Form was administered to a 
series of 276 consecutive new patients com- 
ing to the medical clinics of the Washington 
University Clinics during the period July- 
October, 1947. The tests were scored daily. 
Three groups of patients were separated, 
according to the test scores. Group 1 (25 
patients, both sexes) had 0-4 significant re- 
sponses. Group 2 (50 patients, all male) 
had 5, or more, significant responses. Group 
3 (50 patients, all female) had 5, or more, 
significant responses. The test scorer as- 
signed these 125 patients at random to one 
of us (F.O.S.) for psychiatric examina- 


TABLE 7 


OccURRENCE OF FALSE PosITIVE ScorES— 
CaTecory D 


Psychiatric illness 


Absent 
(false 
Present positives) 
N N % N % 
Score of 5+ 
ee 50 31 62 19 38 
OS ere 50 37 74 13 26 
Sree 100 68 68 32 32 
Score of 9+ 
28 23 78 5 22 
BOR: 50 36 72 14 28 


tion to establish presence or absence of 
psychiatric illness, in the sense defined in 
this paper. The examiner did not know the 
test scores of the patients to be examined. 
The 25 patients with test scores O-4 were as- 
signed to keep the examiner on the alert, for 
it was possible that we would find such a 
low frequency of false positives as to make 
his examinations too routine; these 25 pa- 
tients are not further considered here. 
Table 7 shows the results of this survey. 
At scoring level 5, 32% false positives oc- 
curred in the sample of 100 patients ex- 
amined. At scoring level 9, 28% false posi- 
tives occurred in the 50 patients with scores 
of 9, or more, significant responses. For the 
2 scoring levels, the percentage of false posi- 
tives is (a) sensibly the same and (b) con- 
siderably higher than reported in the paper 
by Weider and Wechsler(3). Further, the 
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percentage of false positives is not signifi- 
cantly lower for men than for women (as 
might be expected), whether scoring level 5 
is used (P=0.08) or scoring level 9 is used 
(P=0.07). The complexity inherent in the 
evaluation of these tests is indicated by the 
fact that the percentages of false negatives 


TABLE 8 
PATIENTS IN CATEGORY E 
N 

Age composition 

Sex 

Educational experience 

150 54 

Conese, year OF MOTE. 19 7 
276 


are sensibly the same for men and women 
known to be psychiatrically ill (see Table 3). 

Category E.—This consisted of 276 con- 
secutive new patients coming to the medical 
clinics during July-October, 1947. (It was 
from this group that the 125 patients ex- 
amined for false positives were taken.) The 
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have about the same sex distribution, and 
have a somewhat higher percentage of per- 
sons with 8 grades or less of school. There 
are no occupational differences of conse- 
quence between the 2 groups. 

Table 9 the 
scores in category E, 


distribution of test 
as a whole, and also 
in relation to age, sex, and educational ex- 


shows 


perience. 

The test identifies 68% (at scoring level 
5), and 33% (at scoring level 9) of a popu- 
lation with unknown frequency of psychiatric 
illness, as presumably psychiatrically ill. The 
same test identifies correctly only 54% (at 
scoring level 5) and 17% (at scoring level 
9) of a similar population of 104 known 
psychiatrically ill persons (Table 2, class 
Ila). It is impossible to say how much of 
these differences in percentages identified by 
the test is to be ascribed to the differences in 
age and educational experience between cate- 
gory E and class Ila. Undoubtedly some 
of the differences are determined by these 
factors. 

In category E, there is no significant dif- 
ference in the pattern of test scores as be- 
tween males and females (scoring level 5, 


TABLE 9 


DISTRIBUTION OF TEST SCORES 


(Category E) 


Total 
N 
Sex 
Age 
Educational experience 
Total 276 


frequency of psychiatric illness in the 276 
was unknown. Table 8 shows the age com- 
position, sex distribution, and educational ex- 
perience of these 276 medical clinic patients. 

In comparison with the 104 patients of 
class IIa, category A (Medicine D clinic pa- 
tients requiring psychiatric treatment), the 
patients in category E are older (twice as 
many per I00 are 45 years, or more, of age), 


Score on Word Form-1 


0-4 5 9 ry 
N % N % 
3I 33 62 67 2 31 
58 32 125 68 61 33 
56 36 99 64 38 25 
33 27 88 73 52 43 
36 24 114 75 69 40 
48 45 59 55 20 19 
10 Sa 9 47 I 5 
89 32 187 68 go 33 


P=,80; scoring level 9, P=.60). At scor- 
ing level 5, there is a significant difference 
between the test scores of age group 17-44 
and age group 45+ (P=0.04); at scoring 
level 9, there is a significant difference 
between the scores of these 2 groups (P 
<o.01). The pattern of test scores of those 
with 8 grades or less of education differs 
significantly from that of those with 9-12 
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grades (scoring level 5, P <0.01; scoring 
level 9, P <o.01). The test seems to 
identify 1s presumably psychiatrically ill a 
greater percentage of persons over 45 and 
with 8 grades or less of education than any 
of the other groups. 

Category F.—This consisted of 334 con- 
secutive medical patients, who were screened 
not by the Word Form, but by senior medi- 
cal students and their instructors. These 
patients came to the medical clinics during 
December 1946 and January 1947. Two 
senior medical students specially trained 
earlier in Medicine D for 3 months reviewed 
the clinic records of these patients, after 
medical study was considered concluded. 
They investigated the frequency of psycho- 
genic and of nonpsychogenic diagnoses in 
the final diagnostic impressions. We are 
dealing then with psychiatric screening by 
senior medical students and their instructors, 
under conditions of routine thorough medical 
clinic study. 

The investigation was conceived inde- 
pendently by the 2 students, who kindly 
made their report available to us(7). 

They found that 20-30% of the 334 pa- 
tients had been identified in the medical clinic 
as having psychiatric illness, with a wide 
variation from 0% so identified by some stu- 
dents and instructors to 50% so identified 
by other students and instructors. Their im- 
pression was that the frequency of psychiatric 
illness in their sample had most likely been 
underestimated. 

Their data give no hint of the frequency 
of false negatives or of false positives by the 
method of psychiatric screening they studied. 
Data on these points were obtained as fol- 
lows. We reviewed the records of 100 con- 
secutive medical clinic patients referred to 
Medicine D, where psychiatric evaluation is 
routine, and for whom we also had Word 
Form scores (all of these patients were from 
category A). The frequency of false nega- 
tives and of false positives was determined 
by taking as the standard the result of psychi- 
atric study in Medicine D. Of the 100 pa- 
tients, 13 were sent to Medicine D with no 
hint of psychiatric factors in the clinic record 
or referral note; in all of these psychiatric 
illness was found, and we consider it fair 
to list these 13 as having been missed by the 


medical clinic screening, 1. e., as false nega- 
tives. The remaining 87 were all referred 
specifically as having psychiatric illness, but 
5 were found not to have, and are listed as 
false positives. The same 100 patients, when 
screened by the Word Form, showed 44% 
faise negatives, but no false positives among 
the 5 possibilities. 

With this information, we may compare 
the discriminatory effectiveness of the Word 
Form and of standard medical clinic study. 
Table 10 shows the comparative figures. 

It would appear that (a) medical clinic 
screening identifies 20-30% of medical pa- 
tients as presumably psychiatrically ill, with 
false negatives 13%, and false positives 6% ; 
(b) the Word Form identifies 68% of medi- 
cal patients as presumably psychiatrically ill, 
but with 32% of those identified false posi- 
tives—which reduces the 68% to 46% (if 
we wish to apply such a correction) ; (c) the 
Word Form has 44% false negatives—which 
means that for every patient properly identi- 
fied as psychiatrically ill, another (approxi- 
mately) has been missed : hence by use of the 
corrections implied in (b) and (c) above, 
about 90% of the medical clinic population 
must be considered psychiatrically ill. Such 
corrections are of very uncertain value. 


COMMENT 


The regularity with which approximately 
50% of the diverse classes of known psychi- 
atrically ill persons in category A were identi- 
fied as such by the Word Form presumably 
reflects the careful statistical work in the 
original standardization of the test. The 
close agreement between the percentages of 
university students identified as presumably 
psychiatrically ill by Word Form-1, Word 
Form-2, Maslow’s Test, and the Cornell 
Selectee Index indicates some significant 
regularity in the discriminatory effectiveness 
of these tests. What the regularity may be 
significant of, with Word Form-1, is not 
clear. It is hard to tell how, by any type of 
correction of data obtained with the Cornell 
Word Form-1, meaningful information can 
be obtained as to the prevalence of psychi- 
atric illness. 

In summary, the Cornell Word Form-1 
appears not to be a trustworthy mass psychi- 
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atric screening device. Psychiatric screening 
by senior medical students and their instruc- 
tors, working under the pressures of routine 
medical diagnostic study, probably underesti- 
mates the frequency of psychogenic illness, 
but is much surer in its operation—with 
only 13% false negatives and 6% false 
positives. 


5. The significance of the regularities ob- 
served is not clear. 

6. The test missed 97% of psychiatrically 
ill medical students at scoring level 9, and 
81% at scoring level 5. 

7. Routine medical examination by senior 
medical students and their instructors identi- 
fied 20-30% medical clinic patients as pre- 


TABLE 10 


COMPARATIVE SCREENING EFFECTIVENESS OF THE Worp ForRM AND OF STANDARD MEDICAL STUDY 


Identified as having psy- 


Psychiatrically ill, 
but not identified 


chiatric illness, by the as such: false False 
screening negatives Positives 
Group \ Screened by N N % N % 
f Med. A. } Students 
I. e 334 and 67-100 20-30 not known not known 
\ Med. BJ instructors 
category F 
Med. A.) 
2. { 276 Word Form-1 187 68 not known probably 
Med. B.! 32% 
category E (category D) 
( Med. A. Students 
3 } 100 and 87 87 13 13 5 6 
Med. B. instructors 
category A 
Med. A.) 
100 Word Form-1 53 53 * 42 44 0 0 
Med. B. 
category A 


* 95% should have been so identified. — ’ 
+ 42 of 95 known psychiatrically ill patients were missed; 


SUMMARY 


1. Evaluation of a psychiatric screening 
test, Cornell Word Form-1, was carried out 
in terms of the criterion: clinically evident 
psychiatric illness. 

2. At the more effective scoring level 
recommended (5, or more, significant re- 
sponses), 53% of 337 known psychiatrically 
ill patients were correctly identified. 

3. At the same scoring level, 32% of 100 
patients identified as presumably psychiatric- 
ally ill were found on psychiatric examina- 
tion not to be so, 1. e., were false positives. 

4. At scoring level 5, the test identified 
about 15% of a university student sample 
as presumably psychiatrically ill ; and in this 
agreed closely with similar and dissimilar 
tests applied to other university student 
populations. 


or 44%. 


sumably psychiatrically ill, with a probable 
minimum of 13% missed, and 6% false 
positives. 


Acknowledgment.—We wish to thank 
Professor Philip H. DuBois, Department 
of Psychology, Washington University, for 
counsel on the statistical descriptions suitable 
to the data presented above. 
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A GROUP THERAPY PROJECT WITH PARENTS OF BEHAVIOR 
PROBLEM CHILDREN IN PUBLIC SCHOOLS * 


A. D. BUCHMUELLER, A. B., M.S., anpj] MARGARET C.-L. GILDEA, M.D. 
St. Louis, Mo. 


Group therapy in its modern, medical, and 
psychiatric sense has been used in many 
different settings and for many different 
purposes(1). In civilian life, this technique 
with adults has been used successfully in 
the management of medical ailments of vari- 
ous sorts, as exemplified by the classical 
group experiments of Dr. Joseph Platt in 
the Boston Dispensary(2). Psvchosomatic 
diseases and various psychoneurotic condi- 
tions have been shown to improve under this 
treatment(I, 2). The technique has also 
been used for the management of groups of 
people who were not ill, but who had special 
problems—as for instance the parents of 
men who had gone to war(3), or the parents 
of juvenile delinquents(4), or prospective 
fathers or mothers(5). In children, group 
therapy has been used extensively to correct 
behavior problems, for resocialization, and 
for development of the social capacity (6, 
10). In military settings group techniques 
have been used to treat acute combat reac- 
tions, psychoneuroses, and abnormalities of 
behavior in all categories(13, 15). Veteran’s 
organizations have used group therapy for re- 
habilitation of men who have been wounded 
or mutilated, or who have shown persistent 
neurotic symptoms(7). In different areas 
this technique has been employed to fit many 
kinds of needs. In state hospitals it has 
been used for psychotics both as intrapsy- 
chic psychotherapy and also to improve the 
social adjustment, and objectivity, of dif- 
ferent kinds of patients(1). A technique 
using group relationships and interactions 
is also being consciously used in education 
(8,9). 

The project which this paper is reporting 


1Read at the 104th annual meeting of The 
American Psychiatric Association, Washington, 
D. C., May 17-20, 1948. 

From Washington University School of Medi- 
cine, St. Lonis, Mo. 

Funds for the project were raised by the St. 
Louis Council for Parent Education. 
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is in some of its aspects a new development. 
The purpose is not new, that is, to remedy 
abnormal behavior in children by working 


| with their parents, nor is the idea of pre- 


venting overt delinquency in adolescence by 
working to cure behavior difficulties in the 
grammar school age group a unique one. 
The setting, however, of this project is in 
the public schools. The case-finders are the 
principals and teachers. The groups are con- 
ducted in the school building after school 
hours by a psychiatric social worker. The 
fact that the school is the center for finding 
and treating the problem obviates the stigma 
of juvenile court, probation officer, and po- 
lice on the one hand; and the onus of sick- 
ness, psychiatric clinic, and doctors, on the 
other. By this method the potential offender 
is caught in pre-adolescence when his child- 
hood emotional bonds and influences are still 
mainly in his home. Therefore the greatest 
possible benefit to him can be expected from 
changing the climate of his home. This 
maneuver may be too late when the extra- 
family or social bonds of adolescence are 
stronger than the intrafamily bonds. Further 
than this the teacher constitutes for most 
children the most influential adult outside 
the home, and is usually the first person to 
look objectively on the child. In investi- 
gating the history of overt juvenile delin- 
quents it was found that almost all had 
histories of school maladjustment prior to 
real difficulty with the law. 

The project was formulated 3 years ago 
in an attempt to further the aims of the 
St. Louis Council for Parent Education, an 
old organization in the city, closely identified 
with the Adult Education Council. It is in- 
terested in finding specific ways in which 
parents who need help in their homes or 
with their children can be assisted. Advice 
was sought from school principals and the 
superintendent of instruction of the Board 
of Education. They all agreed that teachers 
could pick out of each classroom a number 
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of children with problems which were pri- 
marily behavioral. These problem children 
would range in type from those who were 
distractible, aggressive toward others, or 
noisy or teasing, to the child who sat in the 
corner and did not take part in any group 
activities or in the social life of the class. 
The “teacher’s pet” type was also not to be 
overlooked, although perhaps not so poten- 
tially delinquent as some of the more aggres- 
sive negativistic children. The principals 
thought that because the parents were ac- 
customed to coming to school to discuss chil- 
dren’s problems and progress with the school 
personnel, there would not be any remark- 
able resistance if they were invited to school 
to discuss the child with a group therapist. 
It was generally agreed that, when children 
showed trends toward difficulty with the 
school society, there was usually an earlier 
difficulty in family relationships and the 
parents were usually not unaware of the 
child’s problems. Most public school parents 
respect the school authorities and are will- 
ing to cooperate when the first rebellion 
against criticism of their children has been 
carefully handled. The principals thought 
the parents would be eager for help with 
the baffling problems the children presented. 
This has turned out to be the case. 

It was next necessary to set the project 
up in such a way that it would have the 
best chance of success, and still be a reason- 
ably economical venture. Standards were 
investigated and experiences of people who 
had worked in this field were collected and 
discussed. Finally it emerged that a full-time 
group worker could probably conduct 4 
groups each meeting once a week, consider- 
ing the amount of time required in prepa- 
ration and in individual interviews. The 
groups would each be in a different school, 
and would meet after school hours, either 
afternoon or evening. Schools were to be 
selected on the basis of need, cooperative 
attitudes on the part of the principal, and 
economic status. 

A half-time worker (A.D.B.) was ob- 
tained, and 2 schools were chosen which 
were quite different in type. School J is in 
an old German section of the city. Many of 
the children are second and third generation 
American, born of mixed European ances- 


try. There is also a significant number of 
rural families who moved to the city during 
the depression and the last war. While there 
is a good deal of economic deprivation the 
parents are for the most part self-supporting. 
The cultural and educational level is lower 
middle class. Few of the parents have at- 
tained more than eighth grade education. 
Many of the mothers work during the day- 
time, and for this reason the group meeting 
hour was set in the evening. 

School H is in a much better economic 
setting. Few mothers work and those who 
do are working more from choice than from 
necessity. The cultural and educational level 
of the parents is middle class, and a large 
proportion have high school educations or 
better. In this school district the population 
is about 50% Jewish. 

The worker began with conferences with 
the principal and teaching staff of each 
school in the spring of 1947. The project 
was explained and the conference was also 
used to elicit questions from the teachers. 
In both schools the response was immediate 
and enthusiastic. Therefore, when the proj- 
ect got underway in September the worker 
began again with a staff conference in each 
school, in which teachers suggested names 
of children who were having or causing 
difficulties. Individual conferences were then 
held with each teacher to discuss the partic- 
ular child whom she had referred. The 
teacher gave the worker a description of 
the child, his behavior as she observed it, 
and any information she had about the child’s 
home situation. The next step was taken 
by the principal who made individual ap- 
pointments with the mothers. The principal 
introduced the worker and made a brief 
explanation of his role in the school. The 
worker then held individual interviews with 
each mother, which were taken up with an 
attempt to get the mother to express her 
feelings about the child, the school, and the 
teacher, and to gather history and back- 
ground {nformation. Sometimes this was 
accomplished in one interview. Sometimes 
several were needed before rapport was 
established sufficient to make the point that 
group therapy would be a helpful tool to 
try. The same procedure was followed in 
both schools. 
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J ScHoot Group 


In the J School, with a population of 791 
children, 24 were referred in the initial staff 
conference. This number of children repre- 
sented 18 families. Of the 18 mothers in- 
vited for initial interviews 16 came in. One 
was in the city hospital, and one ignored 
the request. Further, of the 16 who came 
for initial interviews, I4 were invited to 
group meetings. The other 2 were not urged 
to come because of their attitudes. One 
was overwhelmingly hypochondriacal, and 
the other appeared to be feeble-minded. Of 
these 14 invited, 6 attended one or more 
group meetings and 2 more were added later. 
These 8 mothers represented 13 children. 

In the J School group the following 2 cases 
illustrate the problems and their develop- 
ment: 


Mrs. Leader is a 45-year-old divorced woman 
who has lived in St. Louis only about 5 years. She 
has 6 children, 4 of whom are in the J School at 
the present time and are regarded by their teachers 
as problems. 

The oldest, a boy of 14, is in the eighth grade. 
He is quiet, withdrawn, passive, too easily led. He 
has been caught stealing several times, in situations 
where he apparently was directed by more dominant 
children. 

The second is a 13-year-old girl, in a different 
division of the eighth grade. She is aggressive, 
dominating, and bossy both with siblings and class- 
mates. She flies into temper tantrums and fits of 
weeping when she is frustrated. Both Mrs. Leader 
and the teacher are concerned because of her pre- 
cocious and provocative sexual drive. 

The third is an 11-year-old girl in the fifth grade. 
She is shy, subdued, timid, does not mix with the 
group, but forms strong attachments. Furthermore 
she is the brightest of this family of generally av- 
erage siblings, and the teacher feels that her emo- 
tional inhibitions are preventing her from making 
the most of her capacities. 

The fourth child is a 7-year-old second grader, 
who is the baby of the family. He turns the class- 
room into turmoil when the teacher’s back is 
turned, and then presents the picture of sweet 
innocence. The teacher regards him as incorrigibly 
“sneaky.” The mother and siblings on the other 
hand are passionately defensive of their baby. 

Mrs. Leader brought her children to St. Louis 
5 years ago from the farm on which they had 
always lived. The occasion for this was her deci- 
sion to divorce her husband who had been an 
erratic farm laborer, a poor provider, and a heavy 
drinker for many years. It was her intention to 
work in a factory and support the children, which 
she has done ever since. She is now a floor lady 
in a factory. She is a strong decisive personality 


who has struggled to support these children prac- 
tically unaided although she has required some 
financial help from public relief at times. She was 
orphaned at an early age, brought up in a boarding 
home, and had no family on whom she could fall 
back. She was unusually defensive of her children, 
and at first blamed the teachers entirely for their 
difficulties. However she quickly became com- 
pletely cooperative, and anxious for help with her 
children’s problems. 

A second member of the J group is Mrs. Rival, 
a 40-year-old housewife who has lived in St. Louis 
most of her life. The child involved is a boy of 
13 in an ungraded group, which corresponds to 
sixth and seventh grades; he is doing fourth grade 
work in arithmetic, however. Psychological testing 
indicates that he is of generally dull-normal in- 
telligence. He picks fights with other boys, occa- 
sionally pilfers, is sometimes truant. The teacher 
feels that he is “unhappy” and cannot get on with 
the other children. 

Mr. Rival is 43, a truck driver, said by his wife 
to be a good husband and father, but his work takes 
him often out of town, and the responsibility of 
the children is largely hers. Mrs. Rival is easy- 
going, talks freely; like all the J School mothers 
she began by attacking the school and defending 
her child. Later it was apparent that she was 
actually very critical of the youngster, as well. 

There is a brother 18 years old, who graduated 
from J School and also from high school. He is a 
“good boy,’ now working in a factory and going 
to night school. He is ambitious and obviously his 
mother’s favorite. The younger boy suffers con- 
stantly by comparison. 

Early in the first meeting, Mrs. Leader assumed 
leadership of the group, by giving strong opinions. 
Her attitude at this time was that she has a hard 
time supporting these children and the school does 
not do its part. She defended the children vehe- 
mently and said that the school did not devote 
enough attention, especially to “her baby.”’ Mrs. 
Rival’s attitude was of general agreement in con- 
demning the school. 

At the second meeting Mrs. Rival and Mrs. 
Leader were in rivalry for the floor. Occasionally 
the worker felt it necessary to hold them in check 
in order to allow other members of the group to 
speak. Mrs. Rival attacked the school and teacher 
again, saying that her child got blamed for things 
he didn’t do, because the teacher was “down on 
him.” Later in this session, however, Mrs. Rival 
brought up her troubles in getting the boy to obey 
in the home. She complained that he thinks of 
nothing but his own pleasure and that he won’t run 
errands. Mrs. Leader also spoke violently against 
the school again, saying that it was up to the 
teacher to handle the children in the school, and 
that she had her hands full supporting the young- 
sters. The worker merely agreed that if parents 
came to the school only when the children were in 
trouble there was bound to be friction between 
school and home. The conversation turned to the 
subject of punishment. Mrs. Rival said she has 
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spanked her boy, but now he is too big and his father 
has to spank him. Mrs. Leader said she didn’t think 
spanking did much good and that it was better 
to suit the punishment to the offense. Mrs. Rival 
said how hurt she had been when her boy hit her 
back once, and Mrs. Leader said this should be 
expected. “If you hit them they’re likely to hit 
you back.” 

The third session opened with Mrs. Rival’s com- 
plaints about her boy again. She compared his 
poor care of his bicycle with that of his older 
brother, who is superior in all ways. She described 
at length how the boys don’t get on, and how much 
better the older one is than the younger. Other 
mothers brought out similar situations from their 
own homes, and it was again Mrs. Leader who said 
perhaps the parents showed too much favoritism 
toward one or the other of their children. She said 
this might cause Mrs. Rival’s younger boy to be- 
have as he did. 

At the fourth meeting Mrs. Leader was not 
present because of illness. After some general 
conversation on the part of all the mothers about 
movies and illnesses, Mrs. Rival brought out quite 
angrily an episode in which her boy did not run 
an errand, but rode his bicycle instead. She had 
punished him by not allowing him to ride the 
bicycle for 2 weeks, and all the mothers offered 
the opinion that the punishment was too severe. 

At the fifth meeting Mrs. Leader was still ill, 
but a new member was present whose problem was 
similar to that of Mrs. Rival’s. Mrs. Rival spon- 
taneously told the new mother about her new 
understanding of her son’s troubles, which is that 
she thinks she has harmed him by holding up his 
older brother as an example too much. Twice dur- 
ing this meeting Mrs. Rival appealed directly to 
the worker for approval, which was quickly given. 

After the Christmas holidays the eighth meeting 
opened with much general discussion about the 
season. Both Mrs. Rival and Mrs. Leader admitted 
that having had the children home all day during 
the holidays made them realize that the school 
teacher’s life may not be a bed of roses. Mrs. Rival 
proudly recounted a severe argument between 
the two boys involving the younger boy’s bicycle. 
She said that before the group sessions began she 
would have intervened, taking the older boy’s part, 
but this time she allowed the boys to settle it 
themselves, and she could see that this had been 
a better method. The younger boy spontaneously 
offered the older one the chance to use the bicycle 
a little later. Again she made a bid for approval 
and received it from the other mothers as well 
as from the worker. 

The good morale, the benefits and pleasure de- 
rived from the group were discussed by all the 
mothers present at the eleventh meeting. Mrs. 
Leader continued a discussion she began the week 
before of the social deprivations in the neighbor- 
hood, and she hoped that the group could help in 
this area. Mrs. Rival said that she had gained from 
the group a great deal of understanding of her 
younger boy’s problems, and when she talked with 


the teacher recently she was able to discuss the boy’s 
progress with more calmness and self-assurance. 
She wasn’t so afraid of being condemned by the 
teacher, and she felt this had had a good effect 
on both the boy and herself. 


In this group, no mother who originally 
started has fallen out. The mood and feel- 
ing of the group is strong and unified. It 
is too early to draw final conclusions about 
these children, but the 5 represented by Mrs. 
Rival and Mrs Leader have shown a decided 
upward trend in adjustment according to 
observations made by principal and teachers. 


H Group 


In the H School with a population of 792 
children, 20 names involving 19 families 
were referred. Of the 19 mothers invited 
for initial interview 14 came in. The dif- 
ference in initial response between the J and 
H School mothers resulted from a difference 
in attitudes toward the school authority. Be- 
cause the H School population’ is more secure 
economically, they are less threatened by 
difficulties their children might be in, and 
therefore less alert to take action. Of the 
14 who were interviewed initially 12 were 
invited to participate in the group sessions. 
The child of one was so disturbed that the 
worker thought both child and mother should 
go to the Child Guidance Clinic. The other 
was already under the care of a private psy- 
chiatrist. Of the 12 invited 9 attended one 
or more meetings, and 3 more were added 
later. This group of 12 mothers represents 
12 children. The difference in ratio of chil- 
dren to mothers in the 2 schools is also sig- 
nificant, as a reflection of the fact that there 
are generally fewer children in each family 
in the better economic areas. 

In the H School group the following two 
cases are presented : 


Mrs. Teacher, a housewife of 28, is the mother 
of an only child, a son 54 years old, who is in the 
H School kindergarten. His problems are severe 
temper tantrums and panic behavior which began 
when he started school in September 1947. 

Mrs. Teacher, a St. Louis girl, graduated from 
the local teacher’s college. She had been brought 
up in a comfortable home, with a fairly large family 
and no particular economic stress. She had taught 
school for 2 years before her marriage and has 
not worked since. She describes her marriage as 
very satisfactory. She is overanxious about her 
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son, watches him from the window at play, and 
had escorted him regularly to kindergarten until 
after the group sessions were under way. She 
attended the sessions with great regularity. 

Her husband is 34, also a college graduate, em- 
ployed in the office of a railroad company. The 
financial situation is not strained although they are 
not well-to-do. They are both devoted to their 
only child. 

Mrs. Storekeeper is in her middle 50's, a heavy- 
set Jewish housewife who assists her husband in 
his grocery business. She was an original mem- 
ber of the group but did not attend regularly. 

Her son aged 14 is in the seventh grade. He 
has been held back a year because “he doesn’t do 
anything but play.” He disrupts the classroom by 
hitting or punching other youngsters just to see 
what would happen. He is a show-off, always 
seeking the limelight, and is generally unpopular. 

Mr. Storekeeper is in his middle 50’s. He has 
lived in St. Louis all his life in the same Jewish 
neighborhood, and has always owned and operated 
a small grocery. He is described as a good patri- 
archal, religious, ambitious father, very proud of 
the older sons and disgusted with this boy. Both 
parents have had only grade school education. They 
were about 40 when the boy was born. Since they 
had 3 satisfactory older boys, they probably did 
not want this youngster. The baby, a girl, was 
welcomed only because she is their only daughter. 
Mrs. Storekeeper is an outspoken, aggressive, but 
motherly sort of person, who very frankly says that 
the 3 older boys are perfect, but that this youngster 
“has always been a misfit” It was only after the 
3 older boys were in the later grades that she 
began to do more work in the store. 

The 3 older boys are all high school graduates, 
were in the military service, and are now attend- 
ing universities. The little girl is getting along well 
in the H School, and Mrs. Storekeeper says she 
will soon catch up with this problem brother. 

At the first meeting of the H group, 9 mothers 
attended. The discussion centered about the same 
topic as in the early sessions of the J group, that 
is, blaming the school and teachers for the be- 
havior problems of the children. Several of the 
mothers wondered why they had been “singled 
out”; they knew there were worse trouble makers 
in their child’s classroom. After they had expressed 
their feelings freely the worker said that it was not 
a matter of “singling anyone out,” but rather we 
were all interested in the growth and development 
of our children, and the problems encountered in 
the process. Perhaps by sharing our experiences 
and difficulties we might be more able to help 
our children. There were general outspoken agree- 
ments on this idea and several of the mothers 
spontaneously spoke of their concern over their 
child’s difficulties, especially in the school. Mrs. 
Teacher began to show her leadership in the H 
group in this first session by asking questions of 
other mothers about their children as each would 
offer some experience. She also spoke of her son’s 
panicky behavior when coming to school. She was 
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at a loss to explain it on any other basis than that 
something at the school must have frightened him, 
as she had never had this trouble before. Mrs. 
Storekeeper was passively silent throughout most 
of this and the second meeting of the group. She 
seemed very conscious of her lack of education as 
compared with Mrs. Teacher. 

In the second meeting Mrs. Teacher’s role of 
leader was even more pronounced. There was 
considerable discussion about punishment, begun by 
another mother, whose 12-year-old boy had caused 
considerable difficulty in the school. Mrs. Teacher 
suggested that perhaps if the mother would try 
to understand why the boy behaved as he did she 
might be able to handle situations differently, and 
there would be less need for punishment. As other 
mothers spoke of their child’s behavior Mrs. 
Teacher was frequently the one to raise questions 
with the mother bringing out further material. She 
also spoke again of her difficulty with her child, 
at this time with more concern over what she 
may be doing to add to his fearfulness. 

At the third meeting Mrs. Storekeeper spoke 
up for the first time, spontaueously, and precipi- 
tated a very spirited discussion. There had been 
some discussion of a casual nature into which 
Mrs. Storekeeper interjected the statement that 
she had received such a nice letter from one of 
her sons at the university, and remarked how proud 
she was of each of the older boys. Mrs. Teacher 
then asked her if she didn’t have a child in the 
H School. Mrs. Storekeeper said she did, a boy 
and a girl, and went on to speak in a very deroga- 
tory tone of her boy who does nothing but play 
and get into trouble. She told of an episode in 
which he had hitchhiked several hundred miles to 
another city, leaving early one morning without 
anyone’s knowledge, in order to compete in a base- 
ball tryout for school children sponsored by a 
major baseball league farm club. He was on his 
way back when picked up by the State Highway 
Patrol and the parents were notified. He was pun- 
ished severely by his parents, and the mother’s 
disgust with the boy’s behavior was clearly evi- 
dent in her tone of voice throughout the detailed 
recounting of the episode. Several of the mothers, 
led by Mrs. Teacher, were very critical of Mrs. 
Storekeeper’s attitude and behavior. They thought 
she was being too severe with the boy. Mrs. 
Teacher suggested that Mrs. Storekeeper might 
give the boy some credit for showing so much 
initiative in doing what he did. Mrs. Storekeeper 
was really taken aback by this attack upon her. 
The worker intervened, saying that perhaps the 
boy had given her cause to worry by this behavior. 
Mrs. Storekeeper was so upset, however, that she 
missed the next 3 meetings, and then returned. 

At the fourth meeting there was a new member 
and some others were missing. The new member 
spoke of the problems she has with her 7-year-old 
boy. Mrs. Teacher did most of the questioning, 
drawing out the new mother to talk about herself 
and her boy. Mrs. Teacher also spoke about her 
own relationship to her 54-year-old boy. While 
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she has maintained before that she had had no 
difficulty with the boy before he started school, 
she now gave more of a picture of her oversolici- 
tousness; how much the boy had always been with 
her; how she had always done things for him, 
waited on him, giving in to him quite readily when 
he would cry for something he wanted. She ques- 
tioned whether or not she may have been keeping 
him too tied to her. 

Toward the end of the sixth meeting Mrs. 
Teacher commented how well her boy was getting 
along. She has no trouble with his going to school ; 
she does not take him herself anymore, in fact he 
wants to be a “big boy.” The worker asked how 
this came about and Mrs. Teacher said she had 
begun to realize she was “too attached” to the boy, 
and had been keeping him dependent on her. In 
this way she felt she had caused him to be even 
more insecure, when away from her, rather than 
developing independence. As she realized her own 
anxieties she was able to change her attitudes and 
behavior, and quite rapid progress was made by 
the child. He rarely has a temper tantrum, and she 
ignores it when he does; he enjoys going to school 
with a neighbor child, and seems to be a happier 
boy. She feels she has become more consistent in 
her behavior toward him. The child’s improvement 
in behavior, his increased socialization with the 
group, and his general happier appearance in the 
school were verified by the teacher. 

Mrs. Storekeeper was welcomed back by the 
other members of the group at the seventh meeting, 
immediately after the Christmas holidays. There 
was some discussion of holiday experiences and 
Mrs. Storekeeper stated jokingly that her boy had 
been able to stay out of trouble during the holidays. 
She complained of his not taking more interest in 
their store, except to take candy and cookies. It 
was brought out that he frequently does this to 
give to other children, and it was suggested he 
might be doing this to gain favor. She told of his 
strong interest in sports, especially baseball, with 
several illustrations, and it was again Mrs. Teacher 
who suggested perhaps if the Storekeepers showed 
more interest in sports it might be of help to their 
son. Mrs. Storekeeper tended to agree with Mrs. 
Teacher and laughingly remarked she has begun 
to try this, but didn’t know if it would do much 
good. She was beginning to think he would never 
be the success the other boys are, but maybe she 
would just have to be resigned to that. Another 
mother said maybe it was wrong for us to com- 
pare one child to another, but give each credit for 
his own interests and accomplishments, to which 
there was general agreement. 

At the beginning of the eighth session Mrs. 
Teacher complimented Mrs. Storekeeper on the 
fine performance her boy had given in a skit put 
on by a few children of one room at a P.T.A. meet- 
ing the past week. One or two other mothers had 
also been there and joined in the compliments. This 
pleased Mrs. Storekeeper very much. The worker 
had known of this from discussion with the teacher. 
The teacher always hesitated to give the boy a 


role in a play because he was always “seeking the 
limelight.” The children had put on a mock radio 
skit, just for the school children, in which the 
Storekeeper boy was given the role of a sports com- 
mentator. The play was so good the teacher and 
principal decided to entertain the P.T.A. with it. 
The play was discussed in the group session for 
the benefit of those who had not seen it and Mrs. 
Storekeeper basked in reflected glory. This led to 
her telling of her son’s personal acquaintance with 
a popular sports announcer of St. Louis, which she 
did with much pride, in contrast to her usual tone 
of irritation and disgust. This led to further dis- 
cussion of the need to encourage children in their 
own interests, rather than force our choice of inter- 
ests on them. Mrs. Storekeeper’s and Mrs. Teach- 
er’s children had already markedly improved. 


COMMENT 


The feeling and mood of the 2 groups 
was quite dissimilar from the start. The J 
School mothers attended more consistently 
than the H School mothers. This was at- 
tributed to the fact that they were more 
deprived of social outlets than the H School 
mothers. Their attitudes toward the group 
were generally more sociable and warm. Re- 
freshments were always served by the J 
School toward the end of the meeting. These 
were first provided by the school, but later 
Mrs. Leader started bringing a cake. This 
soon became a precedent for the others to 
follow. The mother who first did this gained 
status and approval from the others, who 
quickly suggested they each take turns in 
bringing something. In the H School re- 
freshments were served by the school in the 
first meeting, but were not served after- 
wards, because the mothers preferred to 
maintain more of a classroom or seminar 
atmosphere than a social hour. Further- 
more, in the H School attendance was less 
regular and it was obvious the mothers felt 
they had more of an intellectual than emo- 
tional purpose. 

The group technique used throughout in 
both situations was generally the same. The 
worker attempted to keep out of the discus- 
sion as much as possible and to remain pas- 
sive and neutral in all situations in which 
emotional issues were involved. The mem- 
bers of the groups occasionally asked the 
worker’s opinion. Whenever possible the 
worker attempted to have the mothers them- 
selves arrive at the answer. When the meet- 
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ings first began the worker had to be more 
active in raising questions and keeping the 
conversation going. It required some in- 
genuity to prevent the mothers from forcing 
the worker to choose sides. The fact that 
the worker was actually not in the employ 
of the school board was helpful in this re- 
gard. As the mothers felt more comfortable 
in the group they were able to talk more 
freely, and give more frank expression to 
their own feelings. In both groups, but 
more markedly in the J Group, the mother 
frequently looked to the worker for approval, 
but each group also quickly developed a 
leader among the members. In the H Group 
this was Mrs. Teacher. In the J Group Mrs. 
Leader had some competition throughout 
from Mrs. Rival. Since the J group had 
generally more emotion involved in the so- 
cial situation, more feeling was expressed. 
The worker usually allowed the group feeling 
to work itself out, but occasionally in both 
groups he intervened to protect a member 
who might have been attacked by the group 
for some attitude she expressed. In this 
situation he merely offered a short reassur- 
ing comment. In the beginning he protected 
the weaker members from interruption, but 
later in the J group Mrs. Rival, who had 
been consistently unable to compete with 
Mrs. Leader for the floor, was able to main- 
tain her position alone. This was the hoped- 
for outcome of group dynamics in both 
groups but has been particularly apparent in 
the J group. Throughout, a minimum amount 
of interpretation was given, and instead 
questions occasionally were raised by the 
worker with each group which led to their 
making interpretations for themselves. But 
even this amount of direction was sparingly 
applied. 


SUMMARY 


Two groups of mothers of behavior prob- 
lem children have been meeting for group 
therapy in public schools. The method of 
group therapy used approximates those de- 
scribed by Slavson and Amster(1I, 4). 

The J group is composed of 8 members 
of whom 6 are very regular in attending 
the weekly sessions. The mothers represent 
13 children. The H group has fluctuated 
more in composition. There have been 12 


| July 


mothers representing 12 children, but their 
attendance has been much less regular than 
the J group. 

On the basis of carefully collected data 
from home and school, of the 13 children 
whose mothers are in the J] group, 9 have 
shown measurable improvement. Four are 
apparently unchanged. 

Of the 12 youngsters whose mothers have 
attended the H group 9 are significantly 
better in behavior and adjustment, 3 are 
unchanged. 

In both groups the parents of the children 
who are unchanged have been irregular in 
attendance, with the exception of one J 
group mother who has attended regularly 
but who in spite of increased insight has 
been unable to effect much change in her 
2 children’s behavior. 

The authors are cognizant of the fact 
that other shifting elements in the situations 
surrounding these children may be partly 
responsible for the improvement seen in each 
case. Nevertheless the marked improvement 
shown in home behavior as well as in school 
in this brief experimental period points to 
the effectiveness of this method of approach 
to the problems of the preadolescent child. 
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AFFECTIVE LEARNING AND THE STUDENT-TEACHER 
RELATIONSHIP * 


SAMUEL R. WARSON, M.D., Sr. Louts, Mo. 


Most educators recognize that what we 
teach has some degree of personal and social 
meaning for the student. The social meaning 
is obvious in the status which society grants 
to the “educated,” a status which carries 
with it rights and privileges in return for a 
constructive contribution to social living. 
This is particularly true of the physician 
and there have been complaints since ancient 
times that the medical profession has not ful- 
filled its obligations to society. Much of this 
criticism can be related to the failure of the 
physician to recognize the importance of 
social and emotional factors in illness, a de- 
fect which present-day medical education is 
trying to remedy through its psychiatric 
teaching programs. However, because of the 
obvious social meaning of being a physician, 
medical education also provides an excellent 
field for a study of how to bring about the 
kind of learning that leads to constructive 
social functioning. 

Much is now known about the learning 
process. Tuttle(1), in a forthright paper 
entitled ““Two Kinds of Learning,” made a 
clear-cut distinction between “intellectual” 
and “affective” learning as these can be 
distinguished in the laboratory situation. 
“Intellectual” learning apparently involves 
image patterns and their conscious reorgan- 
ization. “Affective” learning, on the other 
hand, involves drives or attitudes which de- 
velop in an essentially unconscious manner. 
Affective learning is essentially the “condi- 
tioning” described by Pavlov which occurs 
at a reflex level. However, in addition to 
the impersonal reinforcing agents (punish- 
ment or reward) utilized by Pavlov, later 
workers such as Liddell(2) found that the 
relationship between the experimental ani- 
mal and the experimenter was extremely 
important in the conditioning process. Emo- 
tional reinforcements derived from this kind 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 

From the Department of Neuropsychiatry, Wash- 
ington University School of Medicine. 


of relationship apparently play an important 
role in mitigating the effect of the tension 
state which develops in this kind of learning 
situation. 

In a previous paper(3), the writer de- 
scribed the use of psychotherapeutic proce- 
dures in teaching the rdle of social and emo- 
tional factors in illness to medical students 
who had been poorly prepared for this ap- 
proach through wartime deficiencies in the 
teaching program. The recognition of the 
need for such procedures led to an investiga- 
tion of the emotional needs of the student, 
and of the learning process in teaching situa- 
tions where the content of the course may 
arouse strong feelings. Such a situation pre- 
vails in clerkships in clinical psychiatry, 
where inhibiting emotional attitudes (resis- 
tances) are frequently encountered in the 
students. Much of the investigation centered 
about the teaching in outpatient psychiatry. 
Here, close contact with the student allowed 
for good observation of the learning process 
as it was reflected in changes in the attitudes 
of the students and their approach to patients. 


OUTLINE OF CoURSE AND METHODS OF 
TEACHING 


The course in outpatient psychiatry is part 
of a 4-week clerkship in the junior year, in 
which 4 half-day periods are spent in the 
psychiatric outpatient clinic of Washington 
University Clinics. The students rotate 
through this clerkship in groups of II or 12. 
The teaching program, which was conducted 
in informal seminars and conferences with 
individual students, fluctuated somewhat in 
both duration and content, but a basic outline 
was followed consistently during the period 
of this study. 

The first week of the clerkship is devoted 
to an orientation in the psychiatric approach. 
This is carried out by group discussions in 
which the students are encouraged to par- 
ticipate. In these discussions, the psychia- 
trist focusses on the patient-physician rela- 
tionship, its meaning to the patient and to 
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the physician, and its importance in all medi- 
cal diagnostic and therapeutic procedures. 
The dynamics of this relationship are dis- 
cussed in conjunction with the technique of 
the interview and the purpose of the case 
history as a behavioral study, and these are 
demonstrated by interviews with patients. 
Similar discussions are conducted by a 
clinical psychologist and psychiatric social 
worker on their contribution to the diag- 
nostic and therapeutic procedures. 

During the first week, the student is as- 
signed 2 selected patients who can be seen 
for a total of 14 interviews. The student is 
encouraged from the beginning to maintain 
for the most part a passive, nonauthoritative, 
and nondirective role and to be concerned 
primarily with his relationship to the patient. 
He is given complete responsibility for the 
management of his patients and these cases 
are not seen by the supervisors unless some 
indication arises. The cases are discussed in 
individual conferences with a supervising 
psychiatrist and also with an instructor in 
social work, once a week. The student is 
also responsible for the presentation of one 
case to the group. The patients who are 
presented have psychological and social case 
work studies, and the clinical psychologist 
and social worker participate in the discus- 
sion following the case presentation. 

The second week is devoted to discussions 
of general psychopathology and the dy- 
namics of the development of psychoneurotic 
disorders as these are evidenced in the cases 
the students are treating. The third week is 
started with a didactic discussion of the 
psychoneurotic behavior syndromes and their 
classification. This was the only formal di- 
dactic session, and the subject material was 
outlined simply and concisely to find out how 
meaningful such an approach would be. 
(The subsequent case presentations were 
helpful in finding out how much of this ma- 
terial was assimilated. ) 

The fourth week is started with a group 
discussion on the meaning of psychotherapy. 
The students are helped to formulate a defi- 
nition from their experiences with their own 
patients. The further therapeutic needs of 
individual patients are discussed in terms of 
the problems of the patient, the relationship 
that was established, and the practical reali- 
ties of treatment situations. 


OBSERVATIONS 


The instructors in the third year clinical 
clerkship noted a marked change in the ap- 
proach and attitudes of students as they went 
through the course. This change was evi- 
denced not only in the development of an 
interest in patients as people and the loss of 
critical attitudes, but also in the ability of 
the student to participate and to express his 
own feelings in the discussions of theoretical 
and case material. 

In order to evaluate this change more ob- 
jectively, an attempt was made to apply the 
criteria of learning in its broadest sense. To 
fulfill these criteria there must be evidence 
that the student had acquired not only new 
techniques but also concepts which have per- 
sonal and social meaning. It was found that 
statistical evidence of “learning’’ could be 
obtained cross-sectionally and that clinical 
observation could be used to test the evidence 
longitudinally. 

Cross-sectional data were obtained over 
a period of one year by securing information 
on positive gains made by the student in the 
areas of technical skill, social relationships, 
and personal meaning as the result of taking 
this course. This information was sought 
directly from one group of 62 students 
through a questionnaire which included the 
following questions: Do you feel that you 
learned something which will be of definite 
help in (1) approaching and understanding 
patients? (2) your relationships with friends 
or family? (3) understanding your own 
problems ? 

With a second group of 45 students, simi- 
lar questions were raised during individual 
interviews at the end of the course. Spot- 
checks were made by securing anonymously 
written “ppraisals of the course from some 
of the subgroups. 

No attempt was made to quantify the data 
but confirmatory evidence was sought in the 
interviews. These lasted from 10 to 30 
minutes, depending on the needs of the stu- 
dent. Relatively few were so guarded that 
the interviewer could not elicit positive ex- 
pressions of feeling and obtain a great deal 
of insight into the student’s personality. 
When the evidence was not clear-cut, the 
answer was scored as “questionable,” and 
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questionnaire, they were scored as “ques- 
tionable.”’ 

It would appear that the interviews and 
questionnaires yielded essentially the same 
results and the spot-checks did not reveal 
any appreciable discrepancy. It is interesting 
to note that all the students felt that they 
had acquired new knowledge. This was 
usually described as a better appreciation of 
the patient-physician relationship and the 
technique of interviewing. These feelings 
were exactly the same when expressed ver- 
bally in the interviews as in the anonymously 
written evaluations. A total of 87% of the 
students, when checked by either method, 
fulfilled all the criteria of “learning” as de- 
termined in this manner. (This was in 
marked contrast to the feelings that students 
had expressed about this course in their 
“curriculum reports” prior to the institution 
of this teaching approach.) 


tions which tend to provoke prejudice or 
moralistic attitudes. Two of the subgroups 
in Group A were presented with a Negro 
patient with a disabling cardiac condition 
that prevented him from taking any of the 
jobs available for Negroes with his back- 
ground. The social worker outlined the 
minimum relief budget on the blackboard and 
then indicated that the family was receiv- 
ing only 60% of this. Because there were 
10 in the family, the allotment represented 
a sizable sum. This provoked a strong reac- 
tion in both subgroups with an expression 
of feeling that the family was being treated 
too well. It took considerable time before 
this feeling could be dissipated and the prob- 
lems of the patient focused upon. 

When the same situation was presented 
to subgroups of Group B, their discussion 
was focussed on the effects of the patient’s 
illness on himself and his family. When the 


RESPONSES OF THE STUDENTS 


Questionnaire Personal interview 
A 
Yes No Questionable Yes No Questionable 
58 I 3 38 2 5 
54 6 2 39 3 3 


Longitudinally, validation of the learning 
process was arrived at through observations 
on the approach and attitudes of groups of 
students in a previously described course 
given by the writer in preventive medicine, 
in which the emotional and social aspects of 
illness are discussed. Here the students 
were divided into two categories: Group A, 
those who had not yet gone through the 
clerkship in clinical psychiatry (35 students 
in 3 subgroups) ; and Group B, those who 
had completed the clerkship in clinical psy- 
chiatry (34 students in 3 subgroups). 

There was an easily observable difference 
in the manner in which these two groups ap- 
proached social and emotional problems. 
Group A required considerable assistance in 
recognizing and accepting the problems of 
the patient. Group B could pick up and for- 
mulate the problems of the patient and the 
role of the physician in a strikingly mature 
way from the very beginning of the course. 

Differences in attitudes of the group were 
observed in the reactions to specific situa- 


writer brought up the subject of the budget 
which was outlined on the blackboard, there 
was an immediate reaction that this just 
added to the patient’s problems and should 
be considered only from that point of view. 


DISCUSSION 


In analyzing the effectiveness of the teach- 
ing procedures, it was noted that the didactic 
session did not make much impression. The 
students had difficulty in recalling the defini- 
tions and even more in applying them to 
new situations. This was in marked contrast 
to the ability to recall and use definitions that 
were evolved in group discussions in which 
the students participated freely. For ex- 
ample, when the content of a lecture course 
was checked by asking a group of students 
for a definition that had been given 3 weeks 
previously, only one could recall having been 
given the definition or its context. How- 
ever, another group could recall quite vividly 
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the procedures of a group discussion a year 
previously. 

Although group discussions were ap- 
parently more effective than didactic sessions 
in terms of recall, there was no evidence that 
the use of small groups, in which students 
had the opportunity for discussion, was the 
only prerequisite for affective learning. It 
was found that almost all the students felt 
that they had learned more from their out- 
patient than their inpatient service where the 
same size and general management of groups 
prevailed but where the relationship between 
student and teacher was not a close one for 
many administrative reasons. Also, when 
group discussions alone were utilized with 
2 groups on the outpatient service, it was 
found that some of the students would not 
participate and that the treatment of the 
patients by these students was not up to the 
usual standards as reflected by their case 
studies. It appeared obvious that the pro- 
cedures themselves were only important in 
terms of the relationship that was set up 
between the student and teacher and that 
this relationship was the most important 
factor in affective learning. For this reason 
the procedures have not been described in 
detail, as Cantor(4) and others have done, 
but attention was focused on the activities 
and role of the teacher. 

The teacher, in this instance, as a therapist 
was sensitive to the attitudes and needs of 
the students and tried to meet these as he 
would in patients. (The teacher’s attitude 
toward the students was revealed by repeated 
slips of the tongue in which students were 
referred to as patients.) At the beginning 
of the course most of the students revealed 
attitudes that indicated some anxiety about 
accepting the principles of psychological de- 
terminism. The resistance to such a concept 
varied from group to group and apparently 
was related to many situational as well as 
personal factors. For example, the temporal 
relationship of the course to that in medicine 
or surgery, the previous preparation for the 
course, and the attitudes of the outstanding 
students in the group were all found to play 
a part in the intensity of the resistance. The 
defensive attitudes which revealed these re- 
sistances took the usual forms that were dis- 
cussed with the students as the common 
reactions of patients. 


The anxiety of the students in this situa- 
tion corresponds to the tension noted experi- 
mentally in conditioning situations. The ap- 
proach of the teacher to the underlying 
anxiety in the students was the same as that 
advocated for the students to use with their 
patients. This gave the students an oppor- 
tunity for an emotional experience which 
could be translated in terms of the relation- 
ship of their patients to them. The transfer 
of the attitudes of the teacher to the student 
is one of the goals of teaching, and was ac- 
complished in this manner. 

It was found that hostility or excessive de- 
mands for help and reassurance frequently 
required individual attention when these 
manifestations were disturbing to the group. 
Although the teacher tried to help the stu- 
dents become more comfortable through ex- 
pressing their feelings, there was no attempt 
to take over their realistic responsibilities for 
the management of their patients or case 
records. Their need for reassurance was 
invariably evidenced after the initial demon- 
stration interview when the students would 
criticize the teacher for not giying the patient 
enough reassurance! 

In developing an understanding of their 
patients’ needs, the students apparently rec- 
ognized some of their own. Their attitude 
toward patients changed from being critical 
to one of increased interest and acceptance. 
Acceptance of the patient was facilitated if 
the student could readily identify with him, 
and the mechanism of identification un- 
doubtedly plays an important role in this 
type of learning. However, another factor 
in the acceptance of the patient was the 
recognition by the student of his own anx- 
ieties. One student expressed this directly 
as “When one accepts one’s own problems 
it is easier to accept the patient’s.” 

The process whereby the change was 
brought about can be best described in the 
students’ definition of psychotherapy. As the 
definition evolved in all the groups, it be- 
came apparent that they considered the psy- 
chotherapeutic process to be one of growth 
or learning on the part of the patient. They 
expressed the feeling that this takes place 
through the development of a special kind 
of relationship between the patient and the 
physician which allows the patients to ex- 
press feelings, gain some understanding of 
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their real meaning, and modify their attitudes 
accordingly. Translated into terms of their 
own experience during the course, one can 
see that these elements of the therapeutic 
process were all present in the teaching 
program. 

The therapeutic effect of this kind of 
teaching was illustrated by the freedom with 
which students discussed their personal 
problems both in the group and in individual 
sessions. Seven of the students were recog- 
nized as having problems for which they 
needed further treatment. Four of these had 
had academic difficulties which they now 
recognized as being related to their emo- 
tional state. They asked for further help 
and were referred to the Student Health 
Service, where they all followed through 
with a treatment plan. One was a repeater 
who was doing much worse the second time 
and was directed to the Student Health 
Service for psychological studies and psychi- 
atric evaluation. The other 2 recognized 
their problems but were apparently unable 
to ask for help at this time. Many of the 
students discussed previous emotional diffi- 
culties and felt that they would seek help if 
these recurred. It is interesting to note that 
4 students had previously had psychiatric 
help for difficulties. All felt that this had 
been good preparation for taking the course 
and none of these had manifested behavior 
that would indicate strong resistance to the 
content of the course. One student, who was 
under individual psychotherapy at the time 
of his interview, felt that the course had fa- 
cilitated his treatment. His psychiatrist con- 
curred in this opinion. 

The 3 students who said during their 
interviews that they had not learned anything 
of personal value all maintained that they 
had no personal problems. One of these, 
mentioned above, was the student who had 
to be directed to the Student Health Service. 
The other two were rigid, compulsive, and 
obviously over-compensated individuals who 
would require much more individual ther- 
apeutic attention than the course allowed. 

From the student’s point of view, the na- 
ture of this learning was summed up by one 
student in his written evaluation: 


We have learned a new approach, not only to 
patients that we will be seeing, but also to our 


own problems and situations in life. We have 
learned to evaluate to some extent many things (in 
the physician-patient relationship) which before 
were not considered consciously. 


Few were able to express their feelings so 
clearly, but all agreed with a “eureka’’-like 
expression of one of the group who ex- 
claimed, “Why, this is a new kind of learn- 
ing! It can’t be put into words!” (In this © 
respect we certainly agree with Tuttle that 
“awareness of the learning that is taking 
place is not essential to the learning.’’) 

Psychiatrists have long recognized that 
real insight does not develop without some 
emotional experience. This would appear to 
be the true nature of affective learning as 
contrasted with intellectual understanding. 
Classroom procedures which follow the basic 
principles of psychotherapy and allow for a 
relationship between student and _ teacher 
analogous to that between patient and physi- 
cian should be applied in our educational sys- 
tems to ensure a higher incidence of affective 
learning and a corresponding decrease in our 
social problems. 


SUMMARY AND CONCLUSIONS 


Psychiatry has been challenged to con- 
tribute to a solution for pressing social prob- 
lems. The direction of this contribution can 
be made through the field of education. The 
medical school provides a good laboratory 
for the study of the learning process that 
leads to acceptable and constructive social 
values. This involves affective learning, and 
psychiatric understanding can contribute to 
the development of techniques for teaching 
in this area. 

In a teaching situation which was highly 
charged emotionally it was found that the 
use of group and individual psychothera- 
peutic approaches resulted in a high inci- 
dence of validated evidence of successful af- 
fective learning. It was also found that there 
is a close parallel between the student-teacher 
and the patient-physician relationship, and 
between the learning and the psychothera- 
peutic processes. It was obvious that the 
mechanisms of identification and transfer of 
attitudes, which are so important in this type 
of learning, are facilitated by the setting up 
of a therapeutic milieu. This would indicate 
that the teacher should have a therapeutic 
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orientation in addition to the other qualifica- 
tions mentioned by Whitehorn(5). 

The student-teacher relationship can be a 
therapeutic one and should be, when emo- 
tionally determined attitudes prejudice the 
learning process. The awareness of the 
teacher of the students’ need for a special 
kind of relationship in such situations has an 
obvious application in the whole field of edu- 
cation. Psychiatry can do much in helping 
the teacher become aware of the emotional 
factors involved by setting up teaching pro- 
grams within the educational systems that 
will allow the teacher to have the experience 
that brings about this awareness. 
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DISCUSSION 


Dr. Titus H. Harris (Galveston, Texas).— 
Dr. Warson has presented an interesting consid- 
eration of the problem of an effective teaching 
program and has justly placed emphasis on the 
social value of education. The value of personal 


instruction and informal discussions with small 
groups and “on the job” training over didactic 
lectures is generally recognized and, I believe, is 
a basic principle of teaching used in all good medi- 
cal schools today. The point that medical students 
serve as excellent material for study of the factors 
involved in the learning process is well taken and 
worthy of further investigation. 

Because of the traditional attitudes and beliefs, 
particularly with regard to psychiatric problems, 
fostered by the average freshman medical student, 
there is need f-~ a change of attitude or philosophy 
if the edu~ ual program is to be effective. One 
would not dispute the fact that the relationship 
between the teacher and student, and particularly 
the teacher’s understanding of the feelings or emo- 
tional needs of the student, plays an important rdle 
in bringing about this change in attitude. 

In addition to the points made by Dr. Warson, 
we believe that the introduction of psychiatry to 
the freshmen and sophomore medical students plays 
a very fundamental role in this process of educa- 
tion and reorientation. Furthermore, experience 
has led us to believe that the type of clinical case 
material used for teaching plays a significant role 
in creating a need for the type of learning that 
Dr. Warson has referred to as “affective learning.” 
In our present curriculum, junior students are 
assigned to staff patients for their clinical case 
work but senior students are assigned only to 
private patients. The assignment of students to 
private patients has created a situation such that it 
is necessary for the student to observe a working 
physician-patient relationship and one that demands 
a healthy relationship between the student and pa- 
tient. The physician’s (teacher’s) relationship with 
and responsibility to the patient and the patient’s 
family are such that he must personally instruct the 
student as well as take into consideration the 
attitudes and feelings of the student. Like Dr. 
Warson, we have found that previously existing 
attitudes are readily changeable to a more so- 
cially accepted point of view under these circum- 
stances. 
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THE PROBLEM OF TEACHING PSYCHOLOGICAL ATTITUDES TO 
MEDICAL STUDENTS * 
ELEANOR A. STEELE, M.D., Puicapetpnia, Pa. 


There are various approaches to the teach- 
ing of psychiatry and, in the program of 
a 4-year course, different goals must neces- 
sarily be included in the teaching curriculum. 
Many matters of expediency, such as state 
board requirements, must be considered and 
one cannot teach from the point of view of a 
single philosophy. We are aware that, in 
attempting to deal with only one of the im- 
portant problems which confront us, we are 
not minimizing the importance of other goals. 

This paper deals with the problem of in- 
fluencing the fundamental attitudes of med- 
ical students toward appreciation of the im- 
portance of psychological factors in illness. 
To awaken the interest of the student in 
psychiatry is a difficult matter of prime 
importance. Most students and many phy- 
sicians feel a certain resistance toward ac- 
cepting the role of psychological factors in 
disease. One universal goal is to give stu- 
dents a broad perspective, based on knowl- 
edge and understanding of their patients as 
people, moving away from the too common 
“case approach.” This would make added 
knowledge of themselves highly desirable, 
for knowledge of self aids greatly in a knowl- 
edge of people. How psychiatry should be 
taught to further this goal has been the 
subject of much discussion and there has been 
considerable agreement and disagreement, 
both in theory and in practical application. 
But as has been true of so much of our 
progress in the field of psychiatry, our critical 
examination of what we are doing, and the 
results obtained, give us the best leads to 
improvement in our methods. 

This paper is therefore devoted to a critical 
evaluation and description of this aspect of 
the psychiatric teaching program in the Soph- 
omore year at Temple University School of 
Medicine. The entire psychiatric staff is an- 
alytically trained and the teaching is based 
on psychoanalytic concepts. 

1 Read at the ro4th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 


As an introductory course, the 18 lectures 
in the Freshman year deal with the normal 
development of the personality. This serves 
as an orientation course in human behavior 
and begins to show the role of family life 
and other social forces, both in moulding 
personality and in stabilizing physiological 
patterns. The Sophomore course of 36 lec- 
ture discussion hours is begun with a review 
of the common misconceptions regarding 
psychiatry and concepts of maturity and im- 
maturity along the line of discussion in Dr. 
Levine’s book.*? This is followed by an effort 
to establish an appreciation of the relative 
and quantitative relationship between nor- 
mality and abnormality and, to this end, 
one-third to one-half of the course deals 
with the mechanisms of defense in so-called 
normal and abnormal application. The stu- 
dents are required to write examples from 
their own life experience of several specified 
common defense mechanisms, 1.e., projection, 
rationalization, compensation, etc., including 
an example of personal conflict. This study 
encourages some degree of introspection 
along the line of sound dynamic principle. 
The requirement is based on the premise 
that increased understanding and tolerance 
for one’s own mechanisms in adjustment 
may increase one’s recognition and accep- 
tance of them in others. 

The abnormal is presented as a quantitative 
concept and the student is encouraged to 
understand abnormalities of varying degree 
in the light of his understanding of defense 
mechanisms which he finds in himself. We 
are reminded of the life history report, a 
method which has been widely used to enable 
psychiatric students to see the reality of 
psychological processes within themselves out 
of their own experiences. This different 
method which we describe is used to serve 
the same purpose and is offered as one of 
value in our experience, as examples from 
student material will illustrate. 


2 Levine, Morris, M. D., Psychotherapy in Medi- 
cal Practice. 
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The presentation of the neurotic syndromes 
in the Sophomore year has been made with 
minimal emphasis upon classification and 
maximal emphasis upon understanding the 
individual and the dynamics of his conflicts. 
The point of view adhered to is this: Neu- 
rosis in the adult is a kind of maladjustment 
in which attitudes, ideas, and emotions, car- 
ried over from childhood, are inappropriately 
applied so as to interfere with enlightened 
reality orientation. Case illustrations are 
used to stimulate discussion. In fact, there 
has been so much discussion in some lecture 
periods that several students have objected. 
Discussion, however, has been deliberately 
encouraged on the premise that it might 
lessen resistance, as well as act as a guide 
to the instructor in the estimation of student 
attitudes and needs. Consistently, emphasis 
has been placed on the similarities between 
normal and abnormal, in order to lessen 
prejudice against the abnormal. The auto- 
biographical application of the mechanisms 
of defense has been of special interest in 
the attempt to create an accepting and usably 
constructive attitude toward psychiatry by a 
dynamically oriented approach. 

In order to evaluate the efficacy of these 
methods, we have attempted to estimate the 
strengths and weaknesses of this part of the 
teaching program (1) by analysis of perti- 
nent material offered by the students; (2) 
by critical questionnaire, answered anony- 
mously by members of the Sophomore, 
Junior, and Senior classes. 

Survey and Analysis of Material Offered 
by Students—It is always difficult to assay 
the degree of understanding and the signifi- 
cance of the attitude which the psychiatric 
student offers the instructor in a signed 
paper. Thus, a survey of discussed and 
written work from the students may afford 
evidence only of intellectualization which 
may in no way indicate basic acceptance of 
the psychological. However, even a superfi- 
cial intellectualized understanding of dynamic 
psychological factors may be of considerable 
value. With this reservation in mind, we 
have observed in written work that about 
95% of the Sophomore students in 3 classes 
have been able to apply correctly their under- 
standing of psychological dynamics to them- 
selves and to their friends. This has included 


knowledge of personality development, of the 
mechanisms of defense, and of various dy- 
namic relationships, such as those existing 
between love, resentment, guilt, and _ self- 
punishment. 

There may be those who question the 
importance of emphasizing these basic con- 
cepts in undergraduate psychiatric teaching. 
However, the majority of papers received 
from our students indicate that this type of 
psychological knowledge has served to in- 
crease their understanding and tolerance of 
themselves and others. 

These illustrative examples are quoted as 
typical samples of conflict situations and of 
some of the mechanisms of defense submitted 
by members of the Sophomore class. 


Conflict—In the Navy, I became fast friends with 
another fellow my age; we ate together, studied 
together, and went out together. Boxing in gym 
one day, for no apparent reason at all. I began to 
hit unnecessarily hard and in places where I knew 
it would hurt. That same night this fellow and I 
double-dated and at the end of the evening I took 
the entire check, whereas we usually split expenses. 

I now understand the psychologic mechanisms 
that occurred. Although we were the best of friends, 
I often resented some of the just criticisms he made 
of me. This led to hostility, which I had no idea 
existed until we began to box, where I acted out 
that hostility. The latter led to an unconscious 
feeling of guilt which I managed that evening by 
placating with a gift, i.e., taking the check. 

Conflict—I have a conflict with my mother. I 
do not admire her or even like her very much. In 
fact, she is impossibly petty and meddling. We can- 
not spend any time together without being con- 
stantly at odds with one another. On the other 
hand, I must admit that she has been more than 
generous with me and would no doubt do anything 
for me. Even as I write this, I feel ashamed of 
feeling as I do. This is especially true as I am 
accepting her financial help to go to school and a 
complete schism between us is impossible. 

Conflict—I loved my mother because of her 
beauty, because I was taught that children must love 
their parents, because she “bought everything for 
us that money could buy,” because she was good to 
us in many ways, and because she was so attractive 
compared with mothers of many of my friends. 

I hated her because of her continual petty criti- 
cism of us, especially in front of her and our friends, 
because of her social life, which she loved, because 
of her attitude of competition with us, because of 
her selfishness and lack of consideration, because of 
her constant criticism and belittling of my father 
(which, however, never seemed to bother him), 
because of her lack of real affection and understand- 
ing. In a lot of respects, she wasn’t to blame, this 
I realized, but it only served to confuse the issue 
and make the hate harder to admit. My mother’s 
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mother was an invalid, her father died when she 
was quite young and she had her own source of 
income (estate), from the time of her father’s death 
up to the present, and she was well spoiled by her 
stepfather and older sister and brother. 

The conflict has been solved, however, now that 
I can admit love and hate for the same person. Now 
I can go out home and be at peace with her and 
with myself. I think that she has also come to 
understand this ambivalence of emotions, that she 
can love and hate me, as well as realize that I can 
have both feelings about her. In other words, I 
believe that we learned to be more tolerant of each 
other, while before we were the picture of in- 
tolerance. 

Conflict—Early in my life, age 4, my father be- 
gan drinking excessively. He abused my mother 
verbally and occasionally physically. She soon 
learned to protect herself by keeping in her emo- 
tions and responding to his advances. Thus, she 
saved herself from repeated hurts. But her defense 
extended to her children. I remember wanting to 
kiss her and be cuddled and she would shoo me 
away with, “Stop being so silly. You are just like 
your father, wanting to be mushy, and it doesn’t 
mean a thing.” After repeated attempts to be warm 
and close and repeated failures, I must have re- 
pressed these feelings toward my mother. In the 
fourth grade, I had an innocent sexual affair with 
a little girl in my class. Another little boy was 
present and through him the whole school knew 
of it. One afternoon, in the silence of a study pe- 
riod, the little girl was summoned into the princi- 
pal’s office. She returned and I was summoned. A 
titter went around the room. The office was dark- 
ened. A desk light was focused on the spot where I 
was to stand. The principal, a woman, and the sec- 
ond grade teacher, another woman, sat at the desk. 
Then the inquisition proceeded. My eyes became 
wet, my throat was choked, my heart near fibrilla- 
tion, but I would not cry for them. I had to save 
some of my pride, what precious little they intended 
to leave me. Again, rather than being accepted, I 
was rejected. I avoided contact with girls through 
high school and consequently did not learn how to 
respond to their demonstrations of affection. 

In the Army, I became very fond of a girl 8 years 
my senior. I felt I had to behave as I thought she 
expected a man should. I went to bed with her. I 
was awkward, clumsy, and really wanted her to 
love me more than I wanted to love her. I had an 
orgasm; I do not believe she did. I knew the 
affair had been a fiasco, though she was very kind 
to me at the time. (Later she wrote and asked 
me if I had used her as a guinea pig or a door mat.) 
I dared not make another heterosexual venture. 

In the meantime, several men had made advances 
toward me. I turned to them for satisfaction of my 
needs for love and affection. My conscience re- 
volted and I had no rationalization handy to defend 
myself with, so I had a mild attack of hysteria. The 
Army doctor called it emotional maladjustment and 
dismissed me hurriedly. The homosexual affairs 
increased to about 6 in number with self-contempt 
and fear of social criticism and Army discipline 


continuously mounting. The result was unexplained 
paroxysmal tachycardia and severe precordial pains. 

Last year, studying psychiatry, I realized it was 
time to do something constructive. I moved into 
a fraternity house and engaged in their activities. 
I dated more girls and tried to learn how to re- 
spond to them. But my previous contact with 
women prevented me ever giving them very much 
of myself. They, in turn, refused to give me much 
emotional response, for which I severely criticized 
them. One girl did respond, but so powerfully that 
I could not return the feeling. I grew very fond 
of her, but when she proposed that we get married, 
I rationalized my way out of it by saying, “It would 
not be fair to marry her when I can give her so 
little and since I do not know but what I might 
turn out to be a real homosexual.” We stopped 
seeing each other for a year. Now I have started 
seeing her again on a less emotional basis. I like 
her and I think I want her for my wife. But I 
want time to adjust to her and test myself. 

Conflict. A conflict in my life, which at present 
seems very real and obvious, revolves around my 
love for my wife and the desire that her life be 
as happy and normal a married life as possible, on 
the one hand, and on the other, my desire to be a top 
student with the great amount of time and effort 
that it requires. Although, it is true, as my wife 
says, that we are building for the future, I cannot 
help but feel uncomfortable about such things as 
the fact that my wife must work, that we must 
delay the pleasure of having children, that we must 
live in a 2-room furnished apartment, and that we 
must limit our social activities to one night a week, 
to mention but a few. I have tried to compensate 
for these shortcomings for which I feel responsible, 
by helping my wife with the housework, buying her 
little gifts, urging her to go out with various girl 
friends, etc., but it has not proven too satisfactory 
as far as I am concerned. 

Why the conflict? Perhaps at the basis of my 
concern with what appears to me an unhappy situa- 
tion for my wife, is in part, identification with my 
mother. In short, it appears to me that my mother’s 
life has not been too happy a one since my father, 
although a fine Christian man, in most respects, 
has little interest in taking her out to the movies 
or for a special evening, and even less concern in 
providing the essential modern household appliances, 
such as a refrigerator, a washing machine, etc., 
which greatly ease the burden of housework. Many 
times I remember Mother so dead tired after a 
day’s work that she fell asleep in her chair while 
reading the newspaper, and I vowed that my wife 
would escape such drudgery. However, in part, I 
am using the mechanism of projection also when I 
feel my wife is unhappy because of present circum- 
stances, and the fact that we must delay so much 
that which we want. Actually, I am the one who 
is unhappy because I want all those things very 
much and it isn’t pleasant to admit to myself that 
I must spend years to complete the 4-year medical 
course and establish a practice before we'll be able 
to have them. 

Example of Mechanism of Projection—This past 
summer I had a job in a local factory working as 
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an electroplater and dipper. The job was all very 
new to me and I spent several weeks receiving in- 
structions, and making mistakes. Several days after 
I started on the job, another new man entered the 
department. Since I knew a little more about the 
job than he did, and feeling rather inadequate and 
frustrated, I used to “take it out” on the new man 
whenever he made a mistake. 

Projection—When I entered the Army I was 
only 5 foot 7 inches tall. I felt badly about it and 
always imagined that the tall people resented my 
shortness as much as I resented not being tall. My 
First Sergeant was 6 foot 3 inches tall. I imme- 
diately imagined that he disliked me, not realizing 
until much later that it was I who disliked him 
because he was tall and I was not. 

Projection.—At home sex discussion was totally 
forbidden—there would be no: : of it under the same 
roof which contained holy pictures. I learned my 
first lessons on sex at school. I was one of the boys 
and the gang revealed to me the “art of mastur- 
bation.” The family physician told me about the 
bodily changes of adolescence. He warned me of 
the dangers of this act and of its consequences if 
persistence ensued. My projection phenomena arose 
at this, for I can recall I talked and labeled any 
puny, frail-looking kid as one who masturbated. 
The doctor told me about “stunted growth,” etc., 
of the “frailness of a young man’s body” which 
could be due to masturbation. Actually, 1 had been 
projecting for I was “tabbing” others with an act 
which I had indulged in. I was throwing my guilt 
upon them. 

Projection.—Until recently, I had always been a 
very dependent person. This was especially noted 
in handling of financial matters. For a time after my 
marriage everything was “rosy,” then we began 
to consistently run short of money one day, two 
days, and finally a week or more before payday. 
This necessitated borrowing which I was very much 
against, since subconsciously, I had a fear of any- 
one of my friends finding out about my inability to 
handle money. 

Since this failing of mine was constantly re- 
pressed, I was unaware that the inadequacy was 
within myself and consequently began to blame my 
wife. She took a firm stand in the matter, and 
rightly so, as it was obvious to her where the 
trouble was. Still, her attitude seemed to me to be 
one of criticism which aggravated my defense mech- 
anism. Thus the mechanism of defense was: 


Inadequacy— Projected to my wife 
not recognized in myself 


criticism of my wife 


The circle was finally broken when I developed 
a little insight and recognized my problem. 

Compensation.—Since I began my studies in psy- 
chiatry, I have found explanations for many of my 
heretofore unexplainable actions which at times per- 
turbed me considerably. Introspection has shown 
many of these actions to be defense mechanisms. 

I do not have many friends because I feel very 
inadequate when in public, especially in front of 
strangers. As a result of this, I tend to shy away 


comprehension. 


from public places and from people in general, 
To compensate for the lack of companionship, I 
intensify my studies and devote all my time to them. 
Everything goes all right until I get a poor grade, 
or what I think is a poor grade, at which time | 
become more or less frustrated and tend to draw 
more within my small orbit of activities. When 
everything is going well in my studies, I feel fine 
and quite adequate. It is at such times that I tend 
to venture amongst other people, only to have my 
feeling of inadequacy and anxiety renewed and | 
go scurrying back to my studies. 

Compensation.—The whole fact of medical school 
may be a compensation mechanism. As a child, I 
had the idea that my family was very critical of me 
and that I could never do anything to please them. 
Many remarks of mine were received with the ridi- 
cule they probably deserved, but being a sensitive 
child with a deep-seated feeling of inadequacy, they 
hurt me more than they should. Ever since, I have 
been striving to succeed in fields which were in- 
teresting to me, until finally I have ended in medical 
school. Perhaps the prestige I have gained by being 
the only one of my family to get so far in a pro- 
fession has helped me. Actually, I have gained the 
commendation of the members of my family, who 
count. 


In the examinations in psychiatry in the 
Sophomore year, a majority of the students 
have demonstrated their ability to think in 
terms of psychological concepts. The follow- 
ing examples seem to indicate good under- 
standing on an undergraduate level, although 
inadequate from the standpoint of complete 
Comment was sought re- 
garding the following remark made by a 
22-year-old girl, to the man in love with 
her: “The man I marry is going to have to 
love me more and more, and it must multiply 
as time goes on, because my family never 
loved me enough. They were too busy earn- 
ing money to love me.” 


Typical Answers: 

(1) “This girl shows that she wants her mar- 
riage to be a substitute for the kind of family she 
had, so that the love she expected from her family 
is finally satisfied. This comment represents a feel- 
ing of inadequacy in her which she believes to be 
justifiable, but may not be if one is able to learn the 
type of family she was brought up in. She wants 
to be loved, but does not seem willing to give love.” 

(2) “This girl will not have a successful marriage 
unless her husband is extremely giving. The man 
in question will probably never be able to love her 
enough because she will always be seeking for his 
approbation without herself being outgiving enough 
to make it satisfying for him to love her. 

The basis of her difficulty lies in never having 
received love from her parents, who probably 
thought that the provision of material comforts is 
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sufficient guaranty of a healthful mental attitude in 
the child. This girl must achieve one of the stand- 
ards of a mature adjustment and that is the ability 
to love someone other than herself. Then she will 
not need to seek for ever-increasing love so des- 
perately, because it will come as a natural outcome 
of her behavior.” 


Another example of a final examination 
question was answered often in pedantic, but 
still in dynamic, terms by a majority of the 
students. 

Question—Give an example in which re- 
lationships of the following are shown: 
Impulse, resentment, guilt, and self-punish- 
ment.” 


Typical Answers: 

(1) “A child wants his mother and father to buy 
him a bicycle (impulse). The parents decide that 
the child is too young to ride one properly (frus- 
tration for child). The child becames angry with 
parents (resentment) but quickly realizes, perhaps 
unconsciously, that his parents are very good to 
him in many ways, and further, he needs their love. 
So child is ashamed at the evil thoughts he momen- 
tarily held regarding his folks (guilt). He stomps 
off to his room and refuses to go out to play ball 
(self-punishment). 

(2) “John had a sudden impulse to push his sister 
as they were walking down the steps. He resented 
the center of attention she had created at the party 
while he sat quietly by. He held himself in check, 
however. His sister tripped on the stairs and fell. 
John was filled with a sudden overwhelming feel- 
ing of guilt for his thoughts against his sister. He 
took all his week’s allowance and purchased a gift 
for her (placation with gifts). He missed the ball 
game and was without funds, stayed with her after 
school, even though this was one of the biggest 
games of the school year. This was a form of self- 
punishment.” 


In the presentation of the mechanisms 
of defense to a medical class, with the request 
that they be personally applied in a signed 
report, the question of arousing antagonism 
must be considered. The possibility exists 
that individuals will be so threatened or 
antagonized by the required introspection 
that they will turn against psychiatry and 
psychiatric teaching. In order to arrive at 
some answer to this question, and some 
evaluation of this portion of the course, the 
following question was included in a volun- 
tary anonymous questionnaire to the Soph- 
omore, Junior, and Senior classes: “What 
was your attitude toward the study of the 
mechanisms of defense and their application 
to your own life. Helpful or not?” 


The large majority, about 77%, of the 
students answering the questionnaire felt that 
the study of the mechanisms of defense was 
“helpful” or “very helpful” in any of a 
variety of ways. About 16% were ambiva- 
lent about the value of the study, and about 
7% said they were not helpful. Only in 
4% of the group was there frank antagonism 
to the teaching and to the personal applica- 
tion to the student’s life. The following 
examples are given of these various attitudes : 

This was the most antagonistic reply 
received : 


“Not helpful. My defense mechanisms are no- 
body’s business but my own. Dr. Steele has no 
right to stick her nose into them by requiring us 
to give examples. I invented the ones I did write.” 


Several of the ambivalent group feared 
their study might initiate personal conflicts 
when applied to themselves. One typical 
statement : 


“They were quite revealing and helpful in most 
instances, though a few things popped up that would 
probably have been better where they were. Most 
important, knowledge of them has made me more 
tolerant of others.” 

“Helpful? Questionable on the basis of the de- 
gree of how impressionable one may be. It may con- 
ceivably disrupt a too impressionable lad’s life 
pattern.” 

“Not too helpful, for it has made me conscious of 
some unconscious processes which would just as 
well be left in the unconscious. It doesn’t improve 
my own happiness by knowing my inadequacies.” 

“This is an excellent example of appropriate 
teaching procedure. It provides an opportunity for 
the student to sit back and do some original think- 
ing in application of psychiatric principles to every- 
day life. It is good to take time out to study one’s 
mechanisms of defense; but with the undesirable 
ones, even if we do realize them, what can we do 
about them? Perhaps we are using a defense mech- 
anism to overshadow possibilities of self-improve- 
ment.” 

“T think the mechanisms of defense are present in 
all of us, but knowing about them and doing some- 
thing about them are two different things. But 
on the whole, I would say they were helpful and 
I feel better when I know I’m using them.” 

“I enjoyed learning the mechanisms of defense 
and find they help me understand my own and 
others’ behavior more clearly. It makes the be- 
havior of others seem more rational and greatly 
increases tolerance.” 


Many answers emphasized self-help 
achieved through the understanding of the 
defense mechanisms. 
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“Helpful? A deeper understanding of these mech 
anisms tends to improve self-knowledge and in my 
case led to correction of some of my undesirable 
causative habits.” 

“Very helpful in explaining my own reactions to 
certain circumstances and in helping me avoid mis- 
takes in my relationships with wife and friends.” 

“Some things about myself which have been puz- 
zling have been clarified. I believe I have been able 
to make some adjustments but there are many more. 
At least it’s a start toward a better maturity and 
a more healthful attitude. Let’s have some more.” 


Attempts to encourage dynamic thinking 
have been made in 2 further ways: 

(1) Following a brief history, the students 
were given a provocative incident from a 
patient’s life and asked to discuss it, such 
as the following : 

“A married woman of 36 sends home blank 
signed checks to her mother each month.” 
Such incidents have been the source of lively 
speculation and, in most instances, many mo- 
tivations were considered which included the 
important dynamic possibilities. 

(2) A second method with superior ad- 
vantages has been attempted this year in the 
organization of an elective seminar, inform- 
ally held in the evening in the instructor's 
home. On these occasions, psychologically 
sophisticated patients from private practice 
have discussed various aspects of their illness 
and have dealt with the problem of prejudice 
in frank discussion with the students, who 
have seemed to gain great insight from these 
sessions. It would appear that this type of 
teaching could be expanded with profit. 


SUMMARY AND CONCLUSION 


In this paper, a descriptive and verbatim 
report has been offered of methods employed 


and results obtained in the teaching of dy- 
namic psychological concepts to medical stu- 
dents. In the preparation of autobiographical 
illustrations of personal conflict and the 
mechanisms of defense, a large majority of 
students in the Sophomore classes have ac- 
curately demonstrated a degree of under- 
standing of these mechanisms in themselves 
or in others. In class discussions and in ex- 
aminations dealing with case applications, 
they have shown similar ability to think in 
dynamic terms. In a voluntary anonymous 
questionnaire dealing with the attitudes of 
students toward the autobiographical appli- 
cation of the mechanisms of defense, a ma- 
jority of students (over 75%) endorsed this 
part of the teaching program. 

The one emphasis of major importance in 
the program is the value of reducing the 
student’s prejudice and of showing him that 
psychological illness is as naturally under- 
standable, acceptable, and as common to man 
as is physical illness. In an effort to bring 
the normal and abnormal into greater ap- 
proximation, the introspective exercises de- 
scribed and the application of dynamic con- 
cepts to himself and to others have proved 
a valuable aid to the student in increasing 
his understanding of the ways of adjustment. 
These dynamic methods were successfully 
used in one aim of psychiatric education: 
“to change the student’s inner self and, 
through this change, to enable him to do 
better work with his patients.” * They also 
served to aid the student in his understanding 
of the relationship between psychiatry and 
medicine. 


> Report on Medical Education by the Group for 
Advancement of Psychiatry. 
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GRADED LOBOTOMY * 


MAGNUS C. PETERSEN, M.D.,” anno J. GRAFTON LOVE, M.D.’ 
Rochester, Minn. 


In the period from February 27, 1940 
through June 9, 1948, prefrontal lobotomy 
was performed on 250 patients at the Mayo 
Clinic or the Rochester State Hospital. Of 
the patients who underwent operation 22 
were from the state hospital while 26 were 
from the clinic. An additional 46 cases have 
previously been reported by Buchstein and 
one of us(1). The latter group is not in- 
cluded in this report. 

In 239 instances the operation was per- 
formed for relief from abnormal mental 
symptoms, in 10 for relief from intractable 
pain, and in 1 for relief from both. In all 
cases the conditions were chronic. The op- 
eration was not undertaken until other, more 
conservative, methods of treatment had failed 
to afford permanent relief. 

The head of the patient who is to undergo 
prefrontal lobotomy is shaved either the night 
before or the morning of the operation. In 
the case of men, the entire head is shaved ; in 
women, only the anterior third need be 
shaved. Approximately 14 hours prior to 
operation, the patient is given 3 grains (0.2 
gm.) of pentobarbital sodium (nembutal) 
by mouth or 6 grains (0.4 gm.) by rectum. 
Thirty minutes before being put on the op- 
erating table, the patient receives + grain 
(0.01 gm.) of morphine sulfate and 1/150 
grain (0.00043 gm.) of scopolamine hydro- 
bromide hypodermically. When the patient 
is placed on the operating table in the supine 
position, the head of the operating table is 
elevated about 20 degrees from the hori- 
zontal, and the overhead operating room light 
is focused at the level of the coronal suture. 
The scalp is then cleansed and painted with 
two coats of the operator’s choice of anti- 
septic. (We use tincture of merthiolate. ) 

An imaginary (may be marked with gen- 
tian violet or methylene blue) line is pro- 


1 Read at the meeting of the First International 
Conference on Psychosurgery, Lisbon, Portugal, 
August 3 to 7, 1948. 

2 Supt., Rochester State Hospital. 

3 Section on Neurologic Surgery, Mayo Clinic, 
Rochester, Minnesota. 
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jected across the vertex from one external 
auditory canal to the other. Where this line 
crosses the sagittal suture, a wheal is raised 
in the scalp with procaine hydrochloride 
(0.5% solution) or preferably metycaine 
hydrochloride (0.5% solution) (a longer 
lasting anesthetic agent). Three to five centi- 
meters (depending on the configuration of 
the skull) anterior to this wheal, another 
wheal is raised. This approximates the junc- 
tion of the coronal suture with the sagittal 
suture. 

The local anesthetic agent is then infil- 
trated laterally for a distance of 7.5 cm. on 
each side of the midline. A wheal is raised 
in the middle of the forehead and another 
in each temporal area. These three wheals 
and the first one placed are used for sutur- 
ing the drapes to the scalp. 

After the patient’s head has been draped 
and the instrument table has been arranged, 
the operation is begun. An incision 15 cm. 
in length is made through the scalp to the 
skull along the line of infiltration described. 
The scalp and pericranium are stripped for- 
ward and backward with a periosteal elevator 
to expose the coronal and sagittal sutures. 
Using 2 medium-sized self-retaining retrac- 
tors, the scalp is held away from the coronal 
suture, and the wound towels are applied. 
Then a I-inch (2.5 cm.) trephine button of 
bone is removed on either side of the sagit- 
tal suture by placing the center pin of the 
trephine 3 to 3.5 cm. lateral to the sagittal 
suture and slightly anterior to the coronal 
suture (the coronal suture being included in 
the bone button) (2). 

After one has controlled any dural bleed- 
ing by means of electrocoagulation and bone 
bleeding by means of bone wax, the dura 
mater is reflected in layers in opposite direc- 
tions to facilitate closing and to provide a 
hammock to support the button of bone when 
it is replaced. The pia-arachnoid is then 
incised in a relatively avascular area after 
it has first been electrocoagulated. The modi- 
fied (Fig. 1) Killian nasal septum elevator 
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is introduced to sever the superficial fibers in 
order to facilitate introduction of a nasal 
speculum. Then the leukotome (modified 
Killian nasal septum elevator) is introduced 
in the plane of the coronal suture until it 
traverses the frontal lobe and impinges on 
the dura mater covering the roof of the orbit 
just anterior to the sphenoid ridge. The 
depth is noted on the leukotome, which is 
marked with a centimeter scale. (Usually 
the depth is 8 to 10 cm.) The leukotome is 
withdrawn approximately I cm. and then 
the subcortical white matter is severed. A 
grade 3 operation is usually employed(3). 


system as a result of cortical atrophy. If 
extensive cortical atrophy is obvious when 
the dura mater is opened, the incision in the 
pia-arachnoid should be placed as far an- 
teriorly as the trephine opening will allow. 
In the earlier cases the more extensive 
grade 4 operation was used. It was noted, 
however, that the patients generally showed 
considerable inertia and most of them had a 
tendency to masking of the facies after the 
operation. Believing that these effects could 
be obviated by less extensive cutting, we have 
employed the grade 3 operation in all but the 


first 40 cases. 


TABLE 1 
CLINICAL RESULTS IN RELATION TO DIAGNOsIS 
Results 
Diagnosis S.A M.1 S.1 N.1 ) Total 
Manic-depressive, manic ................- I I 
Manic-depressive, depressed .............. 12 10 { I Oo 27 
Involutional psychosis, melancholia........ 19 9 3 I 2 34 
Involutional psychosis, paranoid........... 4 7 2 0 
Involutional psychosis, confused........... 4 7 I ) ) 12 
Schizo-affective psychosis ................ 18 15 I I ) 35 
Schizophrenia, hebephrenic ............... 4 25 II 7 I 18 
Schiroplirenid, catatonic ................. 2 17 5 8 Oo 2 
Schizophresiia, paranoid ................. 4 9 3 5 0 21 
Psychosis with mental deficiency.......... I 2 I I I 6 
Peycnosis with 0 I 
72 104 32 6 240 
* S.A. = social adjustment. M.I. = much improvement. S.I. = Slight improvemer 


N.I. = no improvement. 


The dural flaps are then closed, the buttons 
of bone are replaced, and the scalp is closed 
in layers without drainage. A circular head 
bandage is applied and the patient is sent to 
his room. 

To enable the surgeon to make the sub- 
cortical incisions more accurately, Dr. Uih- 
lein, with the assistance of Mr. Rogers(4), 
has developed a cranial localizer (Fig. 2) 
which is of inestimable value. With the lo- 
calizer in place, the subcortical incisions are 
made with the leukotome parallel to the up- 
right bars. The incision then is in the plane 
of the coronal suture and anterior to the 
sphenoid ridge. It is also anterior to the tip 
of the anterior horn of the lateral ventricle 
unless there is dilatation of the ventricular 


At the time when this paper was written 
92 (38%) of the mentally ill patients who 
had undergone operation had been dismissed 
from the hospital. Another 20 (8%) could 
have left if home conditions had been satis- 
factory. Many of those on whom the opera- 
tion had been performed recently were im- 
proving. We expect that eventually at least 
50% of the patients who have undergone op- 
eration will be able to leave the hospital. 

The clinical results are given in Table 1 
by diagnosis and in accordance with the 
present condition of the patients as deter- 
mined by personal observation, by reports of 
social service workers, or by answers of rela- 
tives to a detailed questionnaire. In a large 
percentage of cases 2 or all 3 sources of in- 


AMEI 


when 
in the 
r an- 
Ow. 

-nsive 
noted, 
lowed 
had a 
the 
could 
>» have 
ut the 


ritten 
who 
iissed 
could 
satis- 
pera- 
e im- 
least 
le Op- 


ble 1 
1 the 
leter- 
rts of 
-rela- 
large 
»f in- 


AMERICAN JOURNAL OF PSYCHIATRY, Vol. 106, No. 1 PLATE 


art 


Fic. 1.—The three special instruments used in the performance of prefrontal lobotomy. Top: 
Hudson brace with 1-inch (2.5 cm.) trephine attached. Middle: the leukotome made by replac- 
ing the sharp end of a Killian nasal septum elevator with a handle like that used on ureteral 
knives; the instrument is marked with a centimeter scale so that the depth of the incisions is 


immediately known. Bottom: nasal speculum between the blades of which the subcortical in- 
cisions are made. 
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Fic. 2.—Uihlein cranial localizer in place. The temple bars are parallel to 
the floor of the anterior cranial fossa and the upright tubular rods are parallel 
to the coronal suture. 
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formation were used. In 10 cases in which 
death occurred several months or years after 
the operation, the results are noted as they 
were before the last illness. 

By social adjustment is meant that the 
patient has been dismissed from the hospital 
and has assumed his or her place in society. 
The patients classified as much improved 
may be either in or out of the hospital. If 
they have been dismissed from the hospital, 
they have not adjusted at the prepsychotic 
level. They are still in need of guidance and 
some degree of supervision. If they remain 
hospitalized, they require but little super- 
vision and, if physically able, have become 
good workers in the institution. Many of the 
latter could leave if home conditions were 
satisfactory. By slight improvement is meant 
that the patient is less disturbed and more 


Case 145.— A 40-year-old woman underwent op- 
eration on August 26, 1947. She died on the fifth 
day after operation. Necropsy showed a grade 2 
sclerosis of cerebral arteries. There was infarction 
of the temporo-occipital lobes on both sides caused 
by thrombosis of the posterior cerebral arteries. 


Case 146.—A 65-year-old man underwent opera- 
tion on August 7, 1947. He died 15 days later. 
Necropsy showed a duodenal ulcer which extended 
to, and involved, the pancreas. 


Case 147.—A 57-year-old woman underwent op- 
eration on September 3, 10947. She died 14 days 
later. Necropsy showed an infarct of the pituitary. 


Case 149.—A 64-year-old woman underwent op- 
eration on September 8, 1947. After the operation 
the temperature was elevated. There was no evi- 
dence of infection. It was thought that the fever 
was due to a disturbance of the heat regulatory 
mechanism. She died on September 18, 1947. Con- 
sent for performance of a necropsy could not be 
obtained. 


TABLE 2 
CLINICAL RESULTS IN RELATION TO DURATION OF PSYCHOSES 
Results * 
—A 

Duration S.A. M.I. ie ie N.I. Died Total 
13 II 5 3 I 33 
12 4! 12 8 I 74 
14 2 5 8 3 54 
20 years or more...... I 5 4 6 o 16 
(i ae 72 104 32 26 6 240 


* See footnote to Table r. 


pleasant than before the operation and is in 
better contact with reality. Many in this 
group are able to do some work under super- 
vision. The term “no improvement” is self- 
explanatory. In no case was the condition 
worse after the operation than it was before. 

There were 6 deaths due to the operation. 
Necropsies were performed in 5 cases. Since 
unusual conditions were found in all of them, 
they are briefly summarized. 


REPORT OF FATALITIES 


Case 48.—A 54-year-old man underwent opera- 
tion on January 14, 1943. He died on January 31, 
1943. Necropsy showed a moderate subdural hem- 
orrhage. 


Case 67.—A 67-year-old man underwent opera- 
tion on September 16, 1943. He died on September 
18, 1943. Necropsy showed a high degree of arterio- 
sclerosis with thrombosis of the superior mesenteric 
artery. 


OTHER DATA 


The ages of the patients who underwent 
operation varied from 19 to 76 years. Two 
patients were only 19 years old, while 5 
were 70 years of age or more. In our ex- 
perience age is not a contraindication to pre- 
frontal lobotomy. 

The duration of the psychoses varied from 
7 months to 33 years. In only 9 cases was 
the duration less than one year. In 3 in- 
stances the psychoses had persisted for 30 
years or more (Table 2). 

The undesirable after-effects are fewer 
and less pronounced after the grade 3 opera- 
tion than after the grade 4 operation. The 
inertia is greatly lessened or may be entirely 
absent. On the other hand, irritability is en- 
countered more frequently. It may not ap- 
pear until 2 or 3 weeks after operation. As 
a rule, it lasts only a short while. It does 
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not appear to have any prognostic signifi- 
cance. Untidiness, such as soiling or wetting, 
occurred in all cases after the grade 4 opera- 
tion, but only in 40% after the grade 3 opera- 
tion. In only 6 cases (2.7% ) have convulsive 
seizures developed after the less severe cut- 
ting as contrasted to 5 (12.5%) after the 
more severe. 

Much has been said and written about the 
prognostic significance of confusion after the 
operation. In our experience the symptom 
is of no importance, as shown in Table 3. 

As there is some indication that the sugar 
tolerance may be increased after prefrontal 
lobotomy, it may be well to state that 3 of 
our patients were diabetic. In 2 cases the 
diabetes was severe and in I it was moderate. 
All of the 3 patients required insulin. In no 


TABLE 3 
CLINICAL RESULTS IN RELATION TO CONFUSION 
Less or 
More con- no con- Not re- 

Result * fusion fusion corded Total 
21 77 6 104 
II 20 I 32 
See 9 16 I 26 

160 21 240 


* See footnote to Table 1. 


case was the diabetes modified by the opera- 
tion. 

Six of the women in the group had severe 
acne. Before the operation the severity of 
the skin reaction roughly paralleled the men- 
tal condition. When the patient was mentally 
disturbed, the acne was severe. As the men- 
tal condition improved, the skin tended to 
clear up. The same was true after the pre- 
frontal lobotomy. In 3 of the 4 patients who 
adjusted socially, the acne disappeared com- 
pletely ; in the fourth it improved greatly. 
In the fifth there was much improvement 
both in the mental condition and in the skin 
reaction. In the sixth patient both the mental 
condition and the skin reaction remained un- 
changed. 

Unilateral operations were performed in 2 
cases. In both instances the right side was 
cut. The first patient was a 58-year-old 
woman suffering from an involutional psy- 
chosis which had persisted for 15 years. She 


has improved very much and should be able 
to adjust at home if conditions were satis- 
factory. The other was a 76-year-old woman 
who had recurrent attacks of agitated de- 
pression. She was relieved of the depression 
and has assumed her former place in society. 
[In view of the excellent results obtained in 
these cases, it would seem advisable to study 
further the effect of the unilateral operation, 
particularly in the aged. 

Ten patients underwent prefrontal lobot- 
omy because of intractable pain which could 
not be controlled by the usually accepted 
conservative therapeutic measures. The pains 
varied from that of recurrent inoperable 
carcinoma to that of causalgia and thoracic 
pain of indeterminate origin. Nine of the 10 
patients were relieved of their pain. One 
patient who suffered from diabetic neuritis 
and blindness caused by diabetic retinitis suc- 
cumbed to his severe diabetes, which could 
not be controlled(5). 


CONCLUSIONS 


Prefrontal lobotomy is a valuable method 
in the treatment of certain abnormal mental 
states when other more conservative modes 
of treatment have failed to give permanent 
relief. It holds out hope for many patients 
who, without the operation, would be hos- 
pitalized permanently. 

Prefrontal lobotomy is indicated for cer- 
tain carefully selected patients who are suf- 
fering from intractable pain whether of or- 
ganic or functional type when less radical 
measures fail to give relief. 

The clinical results were better and the un- 
pleasant sequelae were fewer after the grade 
3 than after the grade 4 operation. 
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PSYCHIATRIC OPPORTUNITIES IN A SMALL COMMUNITY '* 
ROBERT O. JONES, M. D., Hatrrax, Nova Scoria 


It is the purpose of this paper to suggest 
at this first meeting of the section on private 
practice of The American Psychiatric Asso- 
ciation, that the field for the private practice 
of psychiatry can be expanded over that 
which now obtains. There are many com- 
munities of 50,000 to 100,000 people that can 
support a private psychiatrist, if he is content 
to practice the kind of psychiatry demanded 
and to meet the needs which such a com- 
munity presents. It is suggested that this 
type of practice, as contrasted with the 
specialties, such as psychoanalysis, child psy- 
chiatry and so on, can definitely aid the 
advancement of psychiatry in its public and 
professional relationships. 

I wish to describe my own experience in 
the private practice of psychiatry in such 
a community in terms of the development 
of psychiatric interest, the community re- 
sources which can be utilized, and the op- 
portunities for participation in community 
affairs and the forwarding of the psychiatric 
viewpoint in many different fields. 

In 1941, Halifax was a city of some 80 
to 100 thousand people. The population was 
greatly swollen by the war. Personal prob- 
lems were enhanced by this fact and by the 
very poor housing conditions. The situation 
was a little different from other cities of this 
size in that a grade A medical school was 
located there. At that time there was no 
private practitioner of psychiatry in Canada 
east of Quebec, so that in addition to the 
Halifax area there were, to be served also, 
the adjacent provinces of New Brunswick, 
Prince Edward Island, and the Crown Col- 
ony of Newfoundland. Among the local 
medical profession opinions differed radically 
as to the possibilities of earning a living in 
private psychiatric practice, the majority feel- 
ing that the city was too small to support 
such an endeavour but a few feeling that 
such a program could be established without 
too much difficulty. The latter opinion has 
fortunately proved correct. 


1 Read at the 104th annual meeting of The Ameri- 
can Psychiatric Association, Washington, D. C., 
May 17-20, 1948. 


3efore starting practice in this new field 
an attempt was made to formulate attainable 
goals. In such virgin territory it was felt 
that professional and public education was 
the primary necessity. If good relationships 
could be built up in these areas the oppor- 
tunities for practice would probably follow. 
To attain these goals the following principles 
were laid down: 

1. Never to refuse an opportunity to speak 
to interested groups on mental hygiene. 

2. Never to refuse an opportunity to co- 
operate with any group or agency in planning 
and implementing community projects. 

3. To identify oneself closely with the 
medical profession by attending its meetings, 
joining its organizations, and taking an active 
part in them. 

4. Trying to select areas for treatment 
that would show benefit quickly and give 
the feeling that the psychiatrist could do 
something. 

A small group of doctors in the community 
were already friendly toward psychiatry and 
the nucleus of practice came from these men. 
This was a very busy time for all physicians 
with many in the services. Consequently most 
practitioners were glad to hand over their 
more difficult problems. The result was that 
an office practice of a consulting nature was 
built up very quickly, but to begin with this 
largely consisted of mentally defective and 
psychotic people who needed commitment. 
The bulk of it was such that there was little 
opportunity for private treatment. The early 
cases were of such poor quality and had 
been mishandled for so long that little could 
be done about them. Efforts were early 
made for an entree into the general hospital 
but this met with considerable opposition. 
At this time no convulsive therapy had been 
used in this district and it was felt that the 
selection and treatment of a group of cases 
who would respond quickly to convulsive 
therapy would probably impress the medical 
profession more than anything else. For 
months the question was where treatment 
should be carried out. In Halifax there is 
a sort of local almshouse, which serves as a 
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home for the aged and for the chronic insane. 
Since no one did psychiatric work in the 
institution it was easy to go there on a volun- 
tary basis and see any patients one desired. 
There were a fair number of involutional 
depressions among this group which I felt 
would probably respond to convulsive ther- 
apy. The superintendent of this institution 
was most anxious to do anything which 
would relieve him of some patients and was 
able to persuade the city authorities to give 
permission for such a venture. A suitable 
group of cases was selected and treated with 
about the usual results, a fair percentage 
making a good recovery. While not over 
enthusiastic about the results of electric con- 
vulsive therapy, and treating a relatively 
small percentage of my patients in this way, 
I think it should be pointed out that as far 
as medical relationships are concerned, and 
relationships with the community as a whole, 
there is nothing which is quite as striking 
and useful as a few well selected cases treated 
with electric convulsive therapy. Every time 
I treat such a patient successfully for a new 
doctor or a new community, I can be sure 
of a flood of patients from the same area 
willing to believe that it is worth while going 
to a psychiatrist. 

At the end of a few months’ time, the 
cases so treated were presented before the 
local medical society, and from this moment 
practice increased very greatly. About this 
same time an appointment as consultant to 
the general hospital was arranged. To begin 
with this was unsatisfactory, the psychiatrist 
only being called when the patient was ob- 
viously psychotic. Through attendance at 
staff meetings and at the medical society 
meetings it was possible, however, to point 
out psychiatric implications in many patients 
which were being presented without these 
aspects being thought of at all. Gradually 
consultations increased until they became al- 
most too numerous to handle. A few private 
rooms of the hospital were allotted where 
suitable patients could be admitted. There 
were no special facilities, but it did prove 
possible to investigate many patients, to treat 
a good number of depressions, give fever 
therapy to latent neurosyphilitics, and to 
carry one or two neurotics along on a fairly 
intensive treatment program. It was very 
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gratifying to see the interest which this 
small section stirred up among nurses and 
interns. They came to welcome the assign- 
ment to this particular floor of the private 
section because they felt that it was an oppor- 
tunity to learn many useful things. Dr. 
Muncie has on several occasions expressed 
the difficulty of the psychiatrist working in 
a general hospital with the usual facilities. 
| cannot entirely agree with his statements— 
certainly it means much harder work for 
the psychiatrist, it means that he must be 
nearly always on call to deal with emer- 
gencies, but I believe that a great deal can 
be done in therapy in any general hospital 
if one can get the cooperation of the admin- 
istrators and the nursing staff. With these 
facilities available it was possible to widen 
one’s field, and to admit many patients to 
this type of service both privately and pub- 
licly. This service now acts as a sorting 
house for many of the psychiatric problems 
of the province. The psychotics are sent to 
the Provincial Hospital, and the more severe 
psychoneurotics, who need long hospitaliza- 
tion and intensive therapy, are referred to 
one of the larger centers where proper clinical 
facilities are available (if they can afford it). 
Within the next year and a half, 2 other 
well-trained psychiatrists will be returning 
to Halifax and a special section of the hos- 
pital will be devoted to psychiatry where 
most of these problems can be handled. I 
should emphasize that no opportunity is to 
be lost to discuss psychiatric formulations 
with general physicians on the staff. It is 
most important that the general medical 
people should think of the psychiatrist as 
one of themselves who is present at each staff 
meeting and is willing to take part in the 
discussions on a common-sense basis. 

The same general principles were followed 
as far as community education was concerned. 
At the beginning one determined to lose 
no opportunity to address any type of group 
on psychiatric subjects. Thanks to the num- 
ber of people who were being rejected for 
military service, the popularizing of psychi- 
atry by magazines and movies, and the rela- 
tive scarcity of after-dinner speakers in a 
small city, many groups were most anxious 
to have talks on mental hygiene topics. These 
included home and school associations, the 
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Y.M.C.A., various church groups and ser- 
vice clubs. Nova Scotia is most fortunate in 
having a local mental hygiene society, and 
this society was always willing to be used as 
a sounding board, and as a publicity agent 
for new ideas in the field of mental health. 
Of the above groups, the home and school, 
Y.M.C.A., and the service clubs proved most 
responsive. Within a short time the Home 
and School Association agreed to take men- 
tal health as a keynote in their program for 
a year’s activity. At the Y.M.C.A. the so- 
called So-Ed movement, that is social educa- 
tion for young people, welcomed the intro- 
duction of courses in mental health, family 
problems, and so on, until the psychiatrist 
found himself as chairman of the program 
council for the Y.M.C.A. The Rotary Club 
of the city of Halifax has contributed for the 
past 5 years a sum of money which made it 
possible to secure a trained social worker as 
a liaison officer between the City Juvenile 
Court and the psychiatrist. This project il- 
lustrates the developments which may be ex- 
pected if they are actively worked for in a 
community of this size. Nearly always after 
speaking appearances one or two patients 
emerge—frequently people with problems 
which can be dealt with in a relatively simple 
way. 

The psychiatrist has also been invited to 
take part in other community projects. 
Though never officially recognized by the 
school board, each year a large number of 
problems are referred by the individual 
teachers. This year a course has been ar- 
ranged on mental health for teachers in sum- 
mer school. Occasionally the psychiatrist is 
called upon to confer with the school board 
regarding problems in which he is interested. 
At the present time we are trying to arrange 
for the creation of a separate department 
which will concern itself with reading and 
speech problems in the schools. 

As the result of all this public interest 
in psychiatry, there has been a marked im- 
provement in the state psychiatric services. 
A division of mental hygiene has been created 
in the local government. There is talk about 
traveling clinics through the province, and 
the mental hospital has added to its staff 
and facilities. The private psychiatrist can 
play an important role in arousing public 


opinion to the need of such services. He 
has the knowledge to lead and is not muzzled 
by a position dependent on state authorities. 
He should be a potent force working for im- 
provement of general mental health facilities. 

If a psychiatrist is going to settle in a 
small community, and work with and for 
the community, he must have certain qual- 
ities. Two of these seem to me to be pre- 
dominant. First, he must not be too per- 
fectionistic; he must be willing to accept 
many compromises; he must not feel that 
he must handle every case in a completely 
successful manner. Rather he must accept 
every opportunity for service—using make- 
shifts, taking unfair responsibility and some- 
times blame, convinced that better things can 
grow from small beginnings. Time will not 
permit the successful treatment of many 
neurotic patients, for example, and these 
must be referred to other places if it can 
possibly be done. However, I do believe 
there is a place for what might be called 
a general practitioner of psychiatry, a man 
who works out problems and tries to deter- 
mine what he can handle and what must go 
somewhere else. I also believe there is a 
large field of. rather simple maladjustment 
that can be handled in a few interviews with 
results gratifying to both the patient and the 
psychiatrist. Surely all problems of human 
adjustment are not so deep seated that they 
need the state hospital or the psychoanalyst. 
If they are, then there is little hope of psychi- 
atry ever being a popular speciality. Surely 
too, there must be early stages in maladjust- 
ment that can be corrected without the use 
of too much time, or too special techniques. 

Secondly, the psychiatrist should regard 
the community, especially the medical citi- 
zens, as needing tactful handling, just as the 
patient does under psychotherapy. If psy- 
chiatry is to be popularized throughout the 
country it must be done in terms that are 
understandable to the average educated per- 
son, and in graduated small doses starting 
with the situation that the community will 
accept, and gradually going on to more 
elaborate interpretations. If community psy- 
chiatry is to succeed then the psychiatrist 
must accept these limitations. 

In conclusion, the psychiatrist practising 
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in a community such as this can be of help 
to a great many people. His practice may 
not have the specific interest of the intensive 
study of neurotic cases over a period of many 
months, but he certainly will learn a great 
deal of what goes on at a different level. 
He will also gradually assume the status of 
the old family doctor, not necessarily with 
the same techniques but at least as one who 
knows the behavior history of his community. 

Secondly, he will have the opportunity of 
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being a powerful force in the community to 
shape community enterprises, such as educa- 
tion, law practices and so on, in a direction 
of better mental hygiene. 

Thirdly, more and more opportunities for 
psychiatric service will present themselves, 
until it becomes apparent that more trained 
psychiatric help and 
needed in the community. 


better 


facilities are 
In this way pri- 
vate psychiatry may be of great value to the 
community and perhaps to the nation. 
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PREVALENCE OF 


The accompanying chart, prepared by the 
Mental Hygiene Division of the U. S. Public 
Health Service, indicates the prevalence of 
mental illness in the United States, relative to 
population, during the period 1903-1946, in- 
sofar as prevalence is reflected in admissions 
to mental hospitals. 

The mental hospital population in 1946 was 


MENTAL ILLNESS 


it is important to note that the admission 
rates reported from the various states might 
seem to indicate considerable variance in the 
incidence of psychiatric disorders in different 
areas. But as the U.S.P.H.S. points out, 
hospitalization rates are as a rule higher in 
the states “where facilities are available in 
greater abundance, where they are easy of 
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nearly 530,000, representing an increase of 
approximately 250% above the figure for 
1903. A substantial part of this increase 
simply parallels the mounting population of 
the country. The number of patients in men- 
tal hospitals in 1946 still represented, how- 
ever, a further increase relative to the popu- 
lation of the country of more than 100%. 
The figures, at first glance startling, must 
not be given an alarmist interpretation. First 


access, and where the type of treatment 
provided is well thought of in the communi- 
ties served.” In one direction at least the 
law of supply and demand seems to operate. 

Aside then from what might be called 
the normal increase of hospital populations in 
keeping with increasing population of the 
country at large, there are numerous factors 
operating to account for the apparently dis- 
proportionate increase in the number of hos- 
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pitalized mental patients indicated by the 
chart. The U.S.P.H.S. report lists four of 
these general factors: (1) more adequate 
provision of hospital facilities ; (2) increased 
knowledge of mental illness on the part of 
physicians, resulting in more cases being 
recognized and committed to hospitals; (3) 
better understanding and more hopeful out- 
look with regard to mental illness on the 
part of the public; (4) increasing public con- 
fidence and greater number of patients seek- 
ing treatment on a voluntary basis. 

There can be no doubt that whether 
through failure of recognition of conditions 
requiring psychiatric care or because of an 
attitude of aversion toward the mental hos- 
pital on the part of the medical profession 
and laymen alike many patients were for- 
merly untreated but now find their way into 
the hospitals. 

The total amount of mental disability in 
the community can of course not be deter- 
mined. Also there are cases in which it may 
be a question whether hospital care is or is 
not indicated in the best interests of the pa- 
tient. There is further the tendency to make 
use of the mental hospital as a dumping 
ground for persons who for social and 
economic as well as psychiatric reasons can- 
not otherwise be suitably provided for. 


‘rom whatever sources, the demand for hos- 
pital accommodation has been such that new 
building has not been able adequately to 
satisfy the dual requirement of relieving 
overcrowding and meeting community needs, 
Additional beds necessarily mean increased 
patient population. In other words, increased 
accommodation draws into the hospitals an 
additional portion of the totai load of psy- 
chiatric disability in the community. 

There are still other reasons for the ap- 
parently disproportionate increase of hospi- 
tal inpatients. The level of public health is 
higher and people live longer today than 
formerly. That means that there are more 
mental disabilities of old age that require 
institutional care. Moreover, with improved 
medical and nursing services, for example 
the greater attention to tuberculous mental 
recent incurable mental 
patients tend to reach higher ages and 
so contribute to an accumulating hospital 
population. 

Whether there is actually a rising preva- 
lence of mental illness beyond what we have 
referred to as a “normal” increase there is no 
way to demonstrate, and, as the U.S.P.HL.S. 
report implies, publicity by whatever means 
calculated to convey or foster that impression 
is to be deprecated. 
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NEWS AND NOTES 


NATIONAL INSTITUTE OF MENTAL 
HreaLtH.—This new Institute under the 
U. S. Public Health Service, authorized by 
the National Mental Health Act of 1946, was 
formally established on April 1, 1949 and 
takes the place of the Division oi Mental Hy- 
giene, which has been abolished. All the 
functions and personnel of the old depart- 
ment have been transferred to the new; 
Dr. Robert H. Felix is director. The Na- 
tional Advisory Mental Health Council and 
its committees have the same relationship 
to the new Institute as they formerly had 
to the Division of Mental Hygiene. 

The Institute is one of several which com- 
prise the National Institute of Health, the 
director of which is Dr. R. E. Dyer. Other 
divisions are concerned with cancer, heart 
disease, dental research, experimental biology 
and medicine, and microbiology. Head- 
quarters of the National Institute of Health 
are in Bethesda, Md. The offices of the 
National Institute of Mental Health will re- 
main for some time in Washington, D. C. 


SociaL SciENCE CoNnsuLTAnts.—The 
first meeting of the newly formed panel of 
social science consultants to the Institute of 
Mental Health was held in Washington, 
April 15-16. Members of the panel are as 
follows: Dr. Margaret Mead, anthropologist, 
American Museum of Natural History; 
H. Warren Dunham, Department of So- 
ciology, Wayne University, Detroit; Law- 
rence K. Frank, director of the Caroline 
Zachry Institute of Human Development, 
New York City; Dr. Ronald Lippitt, social 
psychologist, Research Center for Group 
Dynamics, University of Michigan; and Dr. 
Robin Williams, Jr., Department of Soci- 
ology, Cornell University. 

The panel recommended continual study 
of the process of providing mental hygiene 
services relative to local needs and resources 
of “a relatively dispersed population.” 


NEUROPSYCHIATRIC SOCIETY OF VIR- 
GINIA.—At the regular spring meeting of 
this society in Richmond, Va., on April 6, 


1949, the following officers were elected: 
president, Dr. James B. Pettis, Staunton, 
Va.; vice-president, Dr. James K. Morrow, 
Radford, Va.; secretary-treasurer, Dr. R. 
Coleman Longan, Jr., Richmond, Va. 

A resolution that the plan for reorganiza- 
tion of the American Psychiatric Association 
as outlined in the proposed new constitution 
and by-laws published in the August 1948 
number of the JouRNAL should be defeated 
was unanimously adopted. 


LIMITATIONS OF PsyCHIATRY.—‘“In chess 
there iS a saying, ‘When in doubt move a 
pawn.’ A paraphrase of this would seem to 
be, ‘When stumped call the psychiatrist.’ 
Psychiatry should not be allowed to become 
the wastebasket, the dumping ground of all 
human difficulties. I make this comment be- 
cause I see a tendency of some to do with 
psychiatry what extremists have already done 
with psychoanalysis. They have stretched its 
uses to such a point as almost to nullify the 
scientific nuggets that Freud its founder 
contributed.”—Davip B. Rotman, M.D., 
late director, Municipal Court, Psychiatric 
Institute, Chicago. Addresses and Papers 
1934-1948. 


Dr. HumpHrReys Accepts Post In NEw 
Jersey.—Dr. Edward J. Humphreys, presi- 
dent of the American Association on Mental 
Deficiency and editor of the American 
Journal of Mental Deficiency, has been ap- 
pointed deputy commissioner of the New 
Jersey State Department of Institutions and 
Agencies. He will be responsible for the 
administration of the mental hygiene pro- 
gram of the department. 

For the past two years Dr. Humphreys 
has been acting commissioner of mental hy- 
giene for the state of Ohio, and for ten years 
he was director of research at Letchworth 
Village. In Michigan he was director of 
research on training for the Michigan State 
Hospital Commission. 


CARNEGIE GRANT IN THE Soctat 
ENCES.—The Carnegie Corporation has made 


75 


A 

uly 
OS- 
ew 

to 
ing | 
ds. 
sed 

ed 

an 
sy- 
ip- 
pi- 

is 

an 
yre 
ire 
red 
ple 
tal 
ital 
nd 
tal 

ive 
no | 
ins 
on 


76 NEWS AND NOTES 


a grant of $90,300, payable annually for 
three years to the University of Minnesota 
for a program of research in the social 
sciences. 

Through the Laboratory for Research in 
Social Relations the University will under- 
take a collaborative program of work in the 
social sciences, involving the fields of politi- 
cal science, psychology, and anthropology. 
The theme of this program is the broad prob- 
lem of social responsibility in a complex 
society. 

Further information may be secured from 
John G. Darley, Assistant Dean of the 
Graduate School, University of Minnesota, 
Minneapolis 14, Minn. 


RESIDENCY IN NEvuROLOGY.—The VA 
Hospital at Coatesville, Pa., announces sev- 
eral openings in its residency training pro- 
gram in neurology, which is approved by the 
American Medical Association. It was or- 
ganized by the Philadelphia Deans Com- 
mittee, covers a period of 3 years or less, 
depending on previous experience, and is 
designed to prepare residents for certifica- 
tion in neurology by the American Board of 
Psychiatry and Neurology. Rotation through 
the VA Regional Office, Philadelphia, and 
the Philadelphia General Hospital is in- 
cluded in the residency. Applications should 
be sent to the manager, V A Hospital, Coates- 
ville, Pa. 


PSYCHIATRIC AIDE OF THE YEAR AWARD. 
—The 1948 recipient of this award is Roland 
J. Brand, attendant at the Milwaukee County 
Asylum, Milwaukee, Wisc. Mr. Brand will 
receive a cash prize of $500 and a citation 
for successfully eliminating restraint prac- 
tices in the care of mentally ill patients, and 
in recognition of the outstanding devotion 
and service shown in the discharge of his 
duties. 

Five other candidates are being cited for 
Honorable Mention and will receive $50 
awards. They areas follows: Mrs. Elizabeth 
Guy, Saint Elizabeths Hospital, Washington, 
D. C.; Mrs. Zella Bauer, Chicago State Hos- 
pital, Chicago, Ill.; Joe Collins Hisle, Jr., 
VA Hospital, Lexington, Ky.; John Robert 
Hull, Ypsilanti State Hospital, Ypsilanti, 
Mich. ; and Thomas R. Cobb, Jr., VA Hos- 
pital, Roanoke, Va. 


{July 


Sponsors of the award are the National 
Mental Health Foundation and the Cather- 
wood-Kirkbride Fund for Research in Psy- 
chiatry. 

SOCIAL AND OCCUPATIONAL PSYCHIATRY. 

Roffey Park Rehabilitation Centre, Hor- 
sham, Sussex, England, announces two one- 
social 
workers, and senior nursing administrators 
visiting Great Britain who wish to learn of 


week courses planned for doctors, 


recent developments in social and occupa- 
Dates of the courses are 
\ugust 8 to 14 and August 15 to 21, 1949. 
\ttendance is limited to 25. Special attention 


tional psychiatry. 


is paid to the assessment of occupational 
capacity, and much of the time is devoted 
to group discussions. 

Medical director of the Centre is Dr. T. M. 
Ling. Anyone interested in attending these 
courses may apply to the Secretary, Roffey 
Park, Horsham, Sussex, England, stating the 
preferred week. The fee, which includes 
tuition and full residence, is $36. 

BROOKLYN PsycHIAtric Society.—This 
new society was Officially established . in 
Brooklyn, N. Y., March 17, 1949. The in- 
augural meeting was held Thursday evening 
April 21, 1949, in the auditorium of the 
Medical Society of the County of Kings, at 
which time the president delivered his in- 
augural address and an interesting program 
followed. 

The officers are: Dr. Simon Rothenberg, 
president; Dr. Sam Parker, vice-president ; 
and Dr. Morton Hand, secretary-treasurer. 
The executive committee is composed of Dr. 
Howard Nathan 
Dr. Joseph Abram- 
son, one year; and Dr. Joseph Wortis, one 
year. 


Potter, two years; Dr. 
Beckenstein, two years; 


NorFOLK MENTAL HyGIENE CENTER.— 
There will be a vacancy in the post of direc- 
tor of the Norfolk Mental Hygiene Center, 
beginning August I, 1949. The Center will 
be pleased to receive applications for this 
post and also for that of psychiatric social 
worker. Address of the Center is 300 West 
Freemason St., Norfolk 10, Va. 


Hupson River State Hospitat.—A new 
g60-bed medical-surgical building will be 
constructed at Hudson River State Hospital, 
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Poughkeepsie, N. Y., at a cost of $8,109,770. 
The new building will be used for hospital- 
ization of mental patients requiring medical 
or surgical treatment for physical disabilities. 
These services are at present scattered 
through several ward buildings for lack of 
sufficient space in the existing, overcrowded 
infirmaries. 

Construction of this new, 9-story modern 
hospital marks an important step in the initia- 
tion of the program to alleviate overcrowding 
in New York’s mental hospitals. Contract 
awards are pending for similar structures at 
state hospitals in Buffalo and Binghamton. 
A total of $72,000,000 has been set aside for 
construction this year to provide additional 
beds, replace outmoded structures, and make 


available the most up-to-date facilities for 
the care of the 98,000 resident patients in 
the 27 institutions of the State Department 
of Mental Hygiene. 


UNIVERSITY OF CHILE SOLICiTs GIFTS OF 
Booxs.—The National Committee for Chile, 
Room 318, Library of Congress, Wash- 
ington, D. C., is now receiving gifts for 
the library of the medical school of the 
University of Chile at its new collection 
center in the Library of Congress, Wash- 
ington. The newer materials in the library, 
including periodicals, books, and reference 
materials, were recently destroyed by fire. 
Medical periodicals of the last 10 years and 
recent medical books are urgently needed. 
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A RorscHACH STUDY ON THE PSYCHOLOGICAI 
CHARACTERISTICS OF ALCOHOLICS. By Char- 
lotte Buhler, Ph.D., and D. Welty Lefever, 
Ph.D. (New Haven, Conn.: Hillhouse Press, 
1948. ) 


This interesting and provocative monograph at- 
tempts to define characteristics of patients suffer- 
ing from chronic alcoholism by relating Rorschach 
findings in 100 alcoholics with findings for other 
groups—normals, psychoneurotics, psychopathic 
personalities, organic cases, and psychotics. Ac- 
cording to this investigation, the most significant 
and persistent trait is the alcoholic’s inability to 
withstand strain and tension, 1.e., inability to per- 
severe, overcome difficulties, endure disappoint- 
ments, and fight for existence. Like the psychopath 
he lacks inner directiveness and resourcefulness, 
has immature needs and lacks a feeling of warmth 
and emotional responsiveness. In contrast to the 
psychopath he suffers from anxieties and feelings 
of guilt, is introspective, and reasons clearly. He 
has a desire for conquest but, lacking the ability 
to persevere, ends up in wishful thinking, disillu- 
sionment, and alcoholism. 

In the neurotic, “anxiety results from tension 
which can neither be discharged adequately nor 
controlled further; in the alcoholic anxiety seems 
to result from the loss of control in acute tension 
situations, which the alcoholic cannot stand and 
immediately escapes.” The psychoneurotic responds 
to deep-level unconscious conflicts, the alcoholic 
escapes from immediate acute conscious pressures. 

The authors are well aware of the complexity 
of their problem, and the fact that alcoholics repre- 
sent a wide diversity of types. Their differentia- 
tion between superficial and deep-level conflicts, 
however, makes one pause to wonder whether acute 
pressures are not highly selective phenomena re- 
lated to deeper problems even in the alcoholic 
Further difficulty is encountered in comprehend- 
ing what is meant by “a physiological factor under- 
lying alcoholism.” “The reasonableness of such 
an assumption is strengthened by our finding that 
there are striking similarities in the response pat- 
terns of the alcoholic group and the nonpsychotic 
group. Further support for this assumption may be 
seen in the fact that educational, moral, religious, 
and social influences, as well as manipulation of 
the environment, are more effective in some cases 
of alcoholism than formal psychotherapy alone.’ 
In dealing with human behavior, can we ever neg- 
lect a physiological factor? And does the supposed 
lack of effectiveness of psychotherapy in alcoholism 
argue in favor of an “organic” disease? 

The authors’ objective and statistical method of 
setting up a comprehensive list of discriminative 
signs empirically evaluated on clinical groups is 
an effective approach to Rorschach diagnosis. 


Doing a “Discriminate Function” analysis would 
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probably be the ideal method as it would take into 
consideration the intercorrelations of the various 
signs, but the work would be prohibitive for more 
than a few signs. The charting of the signs and 
marking their discriminative reliability by the 5% 
confidence level is excellent. Of course with 009 
signs, at least 5 signs significant at the 5% level 
should occur by chance. Significant differences be- 
tween groups can only be claimed when the number 
of significant signs exceeds 5. 

The crucial which of the 
discriminative ones 
and which are the spurious 5 that occurred by 
chance. The only way to separate satisfactorily 
the sheep from the goats is to apply the set of 
empirically determined discriminative signs on a 
new group of subjects and see which signs stand 
up to their discriminative task. The old problem 
of regression toward the mean is especially dan- 
gerous here where there are so many signs to se- 
lect from. While very likely some of the signs here 
found discriminative may hold up on a new group, 
it is very probable that some will lose all, and 
others a great part, of their discriminative value. 

Even more vulnerable is the weighting of signs, 
regardless by what method. The arbitrary weights, 
as used here, may be as good as any but when 
tried out on a new group the weights will nearly 
all be changed. Most experimenters with such data 
have found that the weights are so _ radically 
changed when applied to a new group as to be 
worthless. The net effect of weighting seems to 
be to exaggerate the discrimination as found on 
the original groups and actually to reduce the dis- 
criminative value of the signs when tried on new 
groups. They tend to exaggerate the effect of re- 
gression to the mean and at the same time exag- 
gerate the researcher’s disappointment when veri- 
fication is attempted. 

The obvious answer to the above criticism is to 
apply the identical set of discriminative signs to 
a new group of subjects and verify the predictive 
signs. Even without increasing the number of 
subjects, possibly a more rigorous method would 
have been to select randomly one half of the cases 
and pick the discriminative signs on the basis of 
the first half, then apply them to the second half 
and retain only those signs that discriminate for 
the new groups. 

A dubious trend in this monograph is the defi- 
nition in clinical terms of a Rorschach sign 
(like m) on the basis of the clinical groups here 
used, then using the presence or absence of the 
sign as descriptive of the diagnostic group. Thus 
they arrive at the novel meaning of m as “tension 
tolerance” presumably from clinical observations 
(since the standard Rorschach authorities do not 
thus define m) and then proceed to use the low m 
for alcoholics as indicative of low tension tolerance 
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in the group. If they have other sources for this 
definition of m, they fail to specify them. Cer- 
tainly external definitions of all the Rorschach 
signs are required if they are to be used for de- 
scribing the personalities of the diagnostic groups. 
On the other hand, it is perfectly legitimate to use 
clinically described groups to give new meaning 
to the Rorschach signs, but one cannot do both 
on the same material. 

The above criticisms do not significantly detract 
from the value of this excellent monograph which 
represents a definite advance in Rorschach diagnosis. 

ALBERT Ax, M.A., 
GREENBLATT, M.D., 
3oston Psychopathic Hospital. 


THERAPEUTIC AND INDUSTRIAL UsEs oF MUSIC. 
3y Doris Soibelman. (New York: Columbia 
University Press, 10948.) 


This impressive book, which contains 217 pages 
and devotes approximately one-sixth of them to 
bibliography (35 pages), testifies to the author’s 
thoroughness. The reader is favorably impressed 
by the organization and intelligent utilization of 
the data in a chronological sequence. The author 
treats the subject objectively, factually, and scien- 
tifically. 

The book should be of great interest and value 
to the occupational therapist, industrialist, psy- 
chologist, musician, social worker, minister, and 
physician. It suggests—as should be—that the psy- 
chiatrist is still the central figure in planning music 
therapy; that the patient as a person needs to be 
first studied, evaluated, and diagnosed before the 
music therapist enters into the therapeutic picture. 
The latter is merely a technician, another arm in 
the therapeutic organization. 

The section which deals with training of music 
therapists is interesting and informative. It shows 
how thoroughly some schools are dealing with the 
problem. The requirements are strict: a 4-year 
course including the basic sciences and abnormal 
psychology as well as a major in music. The course 
is followed by a 4 months’ internship in a mental 
hospital. 

The book should be good reading for everyone 
who is interested to know what music can do for 
the home, school, factory, and hospital. 

Ira M. ALtscHuULER, M. D., 
Detroit, Mich. 


ESSENTIALS OF NursSING (2nd edition). By Helen 
Young and Eleanor Lee. (New York: G. P. 
Putnam’s Sons, 1948.) 


The question posed the reviewer was whether this 
textbook recognizes “that the patient has a mind 
whose operations might possibly stand in some 
relationship to the physical illness.” There is 
nothing in the Table of Contents, nor in the Index, 
to indicate that one of the essentials of nursing is 
an awareness of the patient’s psychological and 
emotional needs, nor that the attitude of the nurse 
and her understanding of these factors is an im- 
portant aspect in nursing care. 


However, in the foreword to the second edition 
the statement is made, “The maze of modern diag- 
nostic and therapeutic measures may make the task 
of finding the patient and keeping him in perspec- 
tive with his social and economic problems rather 
more difficult than it was even twenty years ago. 
It is a perennial endeavor, for each new genera- 
tion of students must realize the necessity of master- 
ing the methods of procedure, the knowledge lead- 
ing to correct interpretation, and the techniques of 
effective social and psychological contact.” Quoting 
Florence Nightingale’s phrase, “To nurse living 
bodies and spirits,” the authors show how these 
words express the function of the nurse—“to help 
humanity preserve its physical and mental health’”— 
by means of special skills plus an understanding of 
individuals. There is recognition of the patient’s 
emotional needs in the discussion, for example, of 
the misgivings and apprehensions of a patient com- 
ing into a strange environment, and simple pre- 
cepts are given to be followed by the nurse in antici- 
pating and meeting these needs. The teaching of 
nursing procedures is patient-centered, and the pa- 
tient’s psychological needs are emphasized in con- 
nection with each technique. However, although 
worry, apprehensions, and fears are mentioned 
fairly frequently, nothing is said of such factors as 
deep-seated anxieties, psychological dependency, nor 
indeed of the present-day concept of psychosomatic 
medicine. In the section on the nurse’s observa- 
tions the reader is reminded that “rarely do two 
people react in the same way to a particular dis- 
ease” and that “the patient’s emotional character- 
istics may affect this,” but no mention is made of 
the concept, so basic to psychiatric work, that be- 
havior encompasses thinking and feeling as well 
as acting and must be observed and understood in 
all 3 areas. One looks in vain for detailed direc- 
tions for understanding the “patient as a person” 
or for the nurse’s understanding of herself and of 
the nurse-patient relationship. 

This review takes on a negative tone only be- 
cause the particular content sought is not to be 
found. One does not wish to be too destructive, for 
the book, as a text for students beginning their 
basic course who must concentrate on “techniques” 
before they can acquire some of the finer “skills” 
of nursing, has many excellent qualities and is un- 
doubtedly a valuable reference book. It errs from 
this particular point of view by omission rather 
than by commission. Bibliographies and selected 
references at the end of each chapter include books 
and articles with a psychiatric orientation. 

EvizABETH S. Brxier, R.N., 
Yale University School of Nursing. 


PSYCHIATRY FOR THE PEDIATRICIAN. By Hale F. 
Shirley, M.D. (New York: The Common- 
wealth Fund, 1948.) 


The purpose of this book, as outlined by the 
author, is to be an introduction to child psychiatry, 
a primer as it were for the medical student and 
the general practitioner who lack basic training in 
child psychiatry. It was his plan to concentrate 
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on those problems which were most frequently en- 
countered in pediatric practice, and to use through- 
out the book simplicity of language and brevity. 

The writing of a text in child psychiatry for the 
pediatrician is a rather difficult thing to do. The 
average pediatrician is a busy practitioner han- 
dling numbers of children with a limited time for 
each patient. He requires in a text some informa- 
tion about the basic principles of personality de- 
velopment, and the factors producing behavior prob- 
lems, specific measures which may be used to treat 
and handle the less complicated problems encoun- 
tered in his practice, and practical measures which 
he may use in his practice to decrease the incidence 
of behavior problems. 

This is by no means a primer or an introduction 
to child psychiatry, for the author has not achieved 
brevity. His book is approximately 450 pages in 
length, a fact which tends to defeat one of the pur- 
poses of the book, and furthermore it is not con- 
cise in its descriptions of treatment. It is doubtful 
that the pediatrician would read the book through 
as a primer, and it is also doubtful if he could use 
it easily as a reference book. 

On the other hand simplicity of language has 
been achieved and it is well written with a minimum 
of technical language and psychiatric terminology. 
The routine problems encountered in pediatric prac- 
tice have been fairly well covered with several ex- 
ceptions. These include the management of habit 
spasms or tics and a discussion of the general prin- 
ciples of handling the hyperactive or hyperkinetic 
child. There is also very little upon the problems 
of delinquency, particularly lying and stealing, and 
while these may not be problems that are common 
in pediatric practice the pediatrician is called upon 
to give advice about these problems and should 
have some knowledge of their origin and some 
guidance in their handling. 

While the book is on the whole well organized 
and planned, there appears to be a considerable 
variation in the quality of different chapters. In 
some, one feels the author is more at home and 
writes more freely from his own experiences; in 
others, one senses a lack of authority and a tendency 
to rely upon outside sources. This is particularly 
evident in the chapter dealing with physical factors, 
and also, unfortunately, in some phases of the 
chapter on development and habit training. The 
treatment of enuresis seems particularly confused 
and includes a number of mechanisms which are 
not only out of date, but may be injurious to the 
child. 

The chapters concerned with the dynamics of be- 
havior and the development of the child are much 
better, in their structure and information. The 
chapter devoted to intellectual factors is particu- 
larly good, is broad in its scope and of very prac- 
tical application to the pediatrician. The chapters 
dealing with the general approaches to therapy, 
particularly those dealing with the relation between 
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therapist and child and therapist and parent, show 
the author’s excellent grasp of these fundamental 
mechanisms, but here again, the level of general 
information may be too complicated for the pedia- 
trician. 

This book has a definite place, not as a primer 
for the pediatrician but more as a text for the pedi- 
atrician who has had preliminary training in the 
field of child psychiatry. The child psychiatrist will 
find many valuable points in this book, and it is 
worthy of detailed study by him. While this book 
is not particularly suitable for the library of the 
pediatrician, it should be on the shelves of all pedi- 
atric hospitals and reference libraries. 

Witt1AM A. Hawke, M.D., 
Department of Pediatrics, 
University of Toronto. 


CHILD OFFENDERS \ Stupy IN DIAGNOSIS AND 
TREATMENT. By Harriet L. Goldberg, LL. B., 
Ph.D. (New York: Grune & Stratton, 1948.) 


This book of 7 chapters grew out of the experi- 
ences of the author as assistant corporation coun- 
sel assigned to the Children’s Court of New York 
City, especially in her work with the school part 
of the Court which has jurisdiction “over such 
cases as truancy, unlawful detention of children 
from school by parents or guardians, and mis- 
conduct within schools.” 

For the sake of discussion and illustration of 
the kinds of cases and the nature of the problems 
coming before the Court, the author has divided 
her material into chapters dealing with mentally 
retarded children, emotionally unstable children, 
psychopathic per- 
sonalities, the mentally ill, and the physically ill and 


neurotics and psychoneurotics, 


socially handicapped. The case illustrations add 
materially to the value of the book. 

The final chapter, “A Challenge to Community 
Organization,” is admirably done. In commenting 


on psychological and psychiatric reports to the 
Court, the author writes, “It is noteworthy that, 
by and large, medical summaries, aside from neuro- 
logical, are received with more credence and less 
skepticism than either psychometric or psychiatric 
reports. But many judges are prone to feel 
that they know as much or more about a child or 
adult than either a psychologist or psychiatrist, 
especially if their reports are a morass of obtuse 
and obscure terminology.” (Italics mine.) 

Who can profit from this book? In particular, 
school teachers, attendance officers, administrators, 
judges and probation officers, social workers, and 
public health nurses. The psychiatrist, too, can 
learn something about community needs and com- 
munity organization. In the opinion of the re- 
viewer, this is one of the better books in its field. 

Henry C. SCHUMACHER, M.D.., 


U. S. Public Health Service, 
San Francisco. 
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